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Frantz Tumor

Papillary cystic tumor of the pancreas, also known as Frantz tumor (FT) since 1959, occurs
predominantly in girls and young women (mean age 21 years). Abdominal pain and a
slowly growing incidentally found epigastric mass is the most common complains,
associated at times with weight loss, anorexia and vomiting. FT is well-encapsulated,
shows solid and hemorrhagic patterns, contain PAS-positive cytoplasmic or prozymogen
granules as seen in acinar cell tumors and behaves as a low-grade malignancy. CT scans
suggest the diagnosis (thick capsule, calcifications, mixed solid and cystic patterns, grows
toward the outside of the pancreas). Differential diagnosis includes traumatic pseudocysts,
serous and mucinous cystadenomas of the pancreas. Immunohistochemically the tumor
is positive for alpha-1-antitrypsin while negative for insulin and glucagon. Complete
removal is the treatment of choice for tumor arising in any part of the pancreas. FT is
frequently amenable to local resection and has a good long-term survival rate after
excision. Metastasis (liver) or local recurrence occurs in 10% of cases. Older age at
diagnosis or recurrence disease increases the malignant biological behavior of the tumor.
Radiotherapy and, or chemotherapy are of no use for its treatment.
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Bile Duct Injury

Laparoscopic cholecystectomy (LC) has replaced the open procedure as the treatment of
choice in gallbladder disorders. With the lap technique an increase two- to threefold in the
incidence (0.5%) of bile duct injuries (BDI) has also occurred. Inapropiate anatomy
identification and aberrant situations are the most common cause of BDI. BDI can be
classified into transection, lacerations, leaks or strictures. Disease complexity, increasing
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age, male gender and admission to a teaching hospital are associated with an increase
risk of injury. Classic injuries involve clipping & dividing the CBD for the cystic duct. Other
BDI may result from stenting injury, thermal injury, lose cystic duct clip or an accessory
“Luschka” duct. Such injuries cause two principal clinical manifestations: 1) bile leaks with
pain and secondary bile peritonitis, and 2) biliary obstruction due to partial or complete
hepatic or common duct ligation (jaundice) or late stricture formation. US, HIDA scan or
CT-Scan followed by ERCP or PTC may help diagnosed and define the exact location and
nature of the BDI. Complete proximal obstruction may need transhepatic biliary catheters
in each radical duct to relieve obstruction. A bile leak may need percutaneous drainage
for sepsis control. Cystic or accessory ducts leaks can be dealt with endoscopic ampullary
stenting or re-laparoscopic ligation if identified early. The most effective means of
reconstructing a major BDI is using roux-en-y hepaticojejunostomy after inflammation and
adhesions of the initial insult have subsided. Intraoperative cholangiography appears to
protect against BDI by preventing misidentification of anatomy. Conversion to open
cholecystectomy is essential in avoiding these injuries when the anatomy remains
uncertain. 
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Septate GB

Congenital anomalies of the gallbladder includes agenesis (congenital absence),
duplications, and septation. Finding a Septate gallbladder (GB) is a very rare event that
could herald biliary problems. The septum (which contains smooth muscle fibers) usually
divides the GB into two chambers. The anomaly in endoderm occurs during the second
month of fetal life when the GB lumen develops. Mostly the malformation runs
asymptomatic and it is found accidentally without clinical relevance unless the pinpoint
communication between the cavities causes stagnation, inflammation or stone formation.
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Children present with history of chronic biliary colicky abdominal pain associated with
nausea and vomiting. Symptoms are caused by pressure in  the small chambers of the GB
along with delay emptying. Diagnosis is made using Ultrasound (flat fundus, elongated and
dilated GB) couple with biliary scintigraphy (HIDA Scan). Symptomatic children should be
managed with laparoscopic cholecystectomy.
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