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Abstract

A 47-year-old Japanese male was submitted to pancreaticoduodenectomy for an ampullary cancer. Pathologically,
the ampullary cancer was poorly cohesive adenocarcinoma without tubular structure. Moreover, locoregional lymph
nodes were swollen with hypervascularity, plasmacytes infiltration, and hemorrhage. Our case seems to be different

from usual poorly differentiated adenocarcinoma.
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Background
Ampullary carcinoma is a malignant tumor arising in
the last centimeter of the common bile duct, and pa-
tients with these tumors have been reported to have a
relatively favorable prognosis after surgical resection [1].
Among the tumors originated from the ampulla of Vater,
poorly differentiated adenocarcinoma is a very rare dis-
ease [2] and the clinical outcomes of the patients are
undetermined. On the other hand, Castleman’s disease
(CD) is a lymphoproliferative disorder which was first
described by Dr. Benjamin Castleman in 1956 and which
often develops in the retroperitoneal lymph nodes [3].
Here, we present a rare case of poorly cohesive adeno-
carcinoma of the ampulla of Vater without tubular struc-
ture, the histology of which is similar to poorly cohesive
adenocarcinoma of the stomach. The swollen locoregio-
nal lymph nodes showed marked plasma cells infiltra-
tion, vascular proliferation like CD and hemorrhage, but
no lymph node metastasis of the tumor was found.

Case presentation

The patient was a 47-year-old man who had no patho-
logical antecedents. He admitted to our hospital with
hyperbilirubinemia of 1.6 mg/dl at health screening, with
appetite loss and epigastralgia appearing 6 months ago.
Carbohydrate antigen 19-9 and carcinoembryonic antigen
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were normal. Abdominal computed tomography and mag-
netic resonance imaging showed a dilatation of the com-
mon bile duct and a stone in the gallbladder. Neither
tumor nor lymph nodes swelling were observed. No
stones or abnormal arrangement of the pancreaticobiliary
ductal union were found by an endoscopic retrograde
cholangiopancreatography. Gastrointestinal endoscopy
showed irregularly shaped concavity on the ampulla of
Vater, and histology of the biopsy revealed signet ring cell
carcinoma.

A pancreatoduodenectomy was performed. The final
pathological diagnosis was poorly cohesive adenocarcin-
oma including signet ring cell carcinoma component in
the Vater’s ampulla without lymph node metastases
(Fig. 1). The carcinoma consisted of complete poorly dif-
ferentiated carcinoma cells most of which showed non-
cohesive pattern, and tubular structure was not seen in
any sections examined for pathological analysis (Fig. 2).
Tumor invasion was seen around the common duct, bile
duct, and pancreatic duct in the ampulla of Vater and
the duodenum wall. A little lymphatic and vascular inva-
sion was observed. Perineural invasion was little seen.

The locoregional lymph nodes were swollen with
hemorrhage in the capsule. Lymph follicles were atro-
phic, and vascular hyperplasia was found in the germinal
centers (Fig. 3). Marked plasma cell infiltration was seen
in the interfollicular stroma (Fig. 4). However, hyaliniza-
tion of the vascular wall was not seen. Histological find-
ings resemble those of CD but are slightly different.
Immunohistochemically, plasma cells in the interfollicular

> 2016 Yamauchi et al. Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to

the Creative Commons license, and indicate if changes were made.

537



Yamauchi et al. Surgical Case Reports (2016) 2:15

Page 2 of 4

Fig. 1 Infiltrating carcinoma cells shows scirrhous appearance in the
ampulla of Vater

Fig. 3 Lymph follicles were atrophic, and vascular hyperplasia was

found in the germinal centers

region were evenly positive for kappa and lambda light
chain, which meant no evidence of clonal proliferation.
According to the TNM classification, the tumor was
classified as pT3 NO MO lyl v1 pn0 pstagelll. The patient
remained well and had no evidence of locoregional and
metastatic recurrence during the 28 months of follow-up.

Discussion

The primary adenocarcinoma of the ampulla of Vater is
a rare tumor, and most ampullary adenocarcinomas are
well differentiated [2]. Ampullary carcinomas are thought
to arise from the glandular epithelium of the ampulla of
Vater [4]. It has been suggested that molecular biologically
ampullary carcinoma is different from bile duct and pan-
creatic carcinomas, whereas that share the same molecu-
lar biological characteristics with duodenal carcinomas
[1]. The clinical outcome of ampullary carcinoma has
been reported to be better than those of bile duct and

pancreatic carcinomas [1]. Thus, it would be important to
distinguish the origin of carcinomas developed around the
region of the ampulla of Vater.

The present case was diagnosed as ampullary carcin-
oma, since the tumor invaded both the common bile
duct and the biliary and pancreatic ducts in the duo-
denal wall. However, the tumor in our case was non-
cohesive type of poorly differentiated adenocarcinoma,
in which glandular structure was not observed in any of
specimens, and the histology resembled scirrhous car-
cinoma of the stomach, which was classified into
poorly cohesive carcinoma according to World Health
Organization (WHO) classification. To our knowledge,
this type of carcinoma is uncommon in any of the ampulla
of Vater, pancreatic duct, and bile duct [2, 5]. Thus, poorly
cohesive carcinoma was listed only in the stomach, but
not in the bile duct, pancreas, and the ampullary region in
WHO classification.

Fig. 2 The proliferating tumor cells consist of poorly cohesive
adenocarcinoma without tubular structure

Fig. 4 Marked plasma cell infiltration was observed in the
interfollicular stroma
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On the other hand, tumors of ampulla of Vater are
categorized into bile duct carcinoma in Japanese classifi-
cation [6]. Most extrahepatic cholangiocarcinomas have
been reported to be histologically well-to-moderately dif-
ferentiated adenocarcinomas [7]. As far as we researched
in the PubMed, there has been no report about exclu-
sively poorly cohesive adenocarcinoma of periampullary
region. Thus, our case which consists of pure pooily
cohesive carcinoma cells without tubular structure is
thought to be quite rare.

However, our case was classified into poorly differenti-
ated type of tubular adenocarcinoma (tub3) according to
the General Rules for Surgical and Pathological Studies
on Cancer of the Biliary Tract, Japanese Society of
Biliary Surgery [6], because Japanese classification also
did not have poorly cohesive carcinoma in the bile duct
carcinoma as same as WHO classification.

Our patient underwent curative pancreatoduodenect-
omy. The poorly differentiated adenocarcinoma has been
reported to exhibit higher probability of recurrence and
show poor prognosis compared with other histological
types after the curative resection [8~11]. The prognostic
factors of ampullary carcinoma after resection include
lymph node metastasis, pancreatic invasion, and peri-
neural invasion [12, 13]. These histological findings are
also the most important prognostic factors for bile duct
carcinoma after curative resection [14, 15]. However, our
case showed a little vascular invasion and perineural
invasion without nodal metastasis in spite of the case
of poorly differentiated carcinoma, which might indi-
cate better prognosis than usual poorly differentiated
adenocarcinoma.

Histopathologically, the cause of lymph node swelling
was not due to the tumor metastasis but the CD-like
change and hemorrhage. CD is a rare atypical lympho-
proliferative disorder. And soon after the original pres-
entation of Castleman et al, CD has been subdivided
into a hyaline vascular and plasma cell histopathological
pattern, with intermediate variants [16]. The patho-
logical findings of the locoregional lymph nodes in our
case revealed hypervascular germinal centers with marked
interfollicular plasma cell infiltration, which are common
features of CD. However, hyalinization of the proliferating
vessel was not observed, which was different from CD.
The patient has no past history related to immune dysreg-
ulation. Therefore, we could not definitely diagnose the
patient as CD.

Conclusions

We report a rare case of poorly cohesive adenocarcin-
oma in the ampulla of Vater with enlarged lymph nodes
like CD. The relation between clinicopathological fea-
tures and the long-term outcomes are not clear only in
this case. The histopathological findings of our case
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seem to be different from those of poorly differentiated
adenocarcinoma, and it would be better to add poorly
cohesive adenocarcinoma to the histopathological classi-
fication of the ampulla of Vater and bile duct.

Consent

Written informed consent was obtained from the patient
for publication of this case report and any accompanying
images. A copy of the written consent is available for re-
view by the Editor-in-Chief of this journal.

Abbreviations
CD: Castleman’s disease; WHO: World Health Organization.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions

HT and SS participated in the patient’s care, research design, performance of
the research, data analysis, and writing of the paper. KH, TY, YT, TF, SK, and
MF participated in the patient’s care and data collection. HN and HK
participated in revising the manuscript critically. All authors read and
approved the final manuscript.

Authors’ information

HY, KH, TY, YT, TF, SK, MF, and HN are the staff surgeons at the Department
of Surgery, Japan Community Health care Organization, Gunma Chuo
Hospital. SS is a staff pathologist at the Department of Diagnostic Pathology,
Japan Community Health care Organization, Gunma Chuo Hospital. HK is the
professor at the Department of General Surgical Science (Surgery 1), Gunma
University, Graduate School of Medicine.

Author details

'Department of Surgery, Japan Community Health Care Organization,
Gunma Chuo Hospital, 1-7-13 Kouun-cho, Maebashi, Gunma 371-0025, Japan.
?Department of Diagnostic Pathology, Japan Community Health Care
Organization, Gunma Chuo Hospital, Gunma, Japan. *Department of General
Surgical Science (Surgery 1), Gunma University, Graduate School of Medicine,
Gunma, Japan.

Received: 18 August 2015 Accepted: 11 February 2016
Published online: 15 February 2016

References

1. Sarmiento JM, Nagomey DM, Sarr MG, Farnell MB. Periampullary cancers: are
there differences? Surg Clin North Am. 2001;81(3):543-55.

2. Terada T. Pathologic observations of the duodenum in 615 consecutive
duodenal specimens in a single Japanese hospital: Il. Malignant lesions. Int J
Clin Exp Pathol. 2012;5(1):52-7.

3. Castleman B, Iverson L, Menendez VP. Localized mediastinal lymphnode
hyperplasia resembling thymoma. Cancer. 1956;9(4):822-30.

4. Buck JL, Elsayed AM. Ampullary tumors: radiologic-pathologic correlation.
Radiographics. 1993;13(1):193-212.

5. Kanthan R, Gomez D, Senger JL, Kanthan SC. Endoscopic biopsies of
duodenal polyp/mass lesions: a surgical pathology review. J Clin Pathol.
2010,63(10):921-5.

6. Japanese Society of Biliary Surgery. General rules for surgical and pathological
studies on cancer of the biliary tract. Sth ed. Tokyo: Kanehara; 2011.

7. Nakanuma Y, Curado MP, Franceschi S, Gores G, Paradis V, Sripa B.
Intrahepatic cholagniocarcinoma. In: Bostman FT, Carneiro F, Hruban RH,
Theise ND, editors. World Classification of Tumours of the Digestive System.
Lyon: IARC; 2010. p. 217-24.

8. Kohler |, Jacob D, Budzies J, Lehmann A, Weichert W, Schulz S. Phenotypic
and genotypic characterization of carcinomas of the papilla of Vater has
prognostic and putative therapeutic implications. Am J Clin Pathol.
2011;135(2):2202-11.

9. Westgaard A, Tafjord S, Farstad IN, Cvancarova M, Eide TJ, Mathisen O.
Pancreatobiliary versus intestinal histologic type of differentiation is an

539



Yamauchi et al. Surgical Case Reports (2016) 2:15

independent prognostic factor in resected periampullary adenocarcinoma.
BMC Cancer. 2008;8:170.

10. Carter JT, Grenert JP, Rubenstein L, Stewart L, Way LW. Tumors of the
ampulla of vater: histopathologic classification and predictors of survival.
J Am Coll Surg. 2008;207(2):210-8.

11, Park JS, Yoon DS, Kim KS, Choi JS, Lee W, Chi HS. Factors influencing
recurrence after curative resection for ampulla of Vater carcinoma. J Surg
Oncol. 2007,95(4):286-90.

12. Kondo S, Takada T, Miyazaki M, Miyakawa S, Tsukada K, Nagino M.
Guidelines for the management of hiliary tract and ampullary carcinomas:
surgical treatment. J Hepatobiliary Pancreat Surg. 2008;15(1):41-54.

13. Gheza F, Cevi E, Pulcini G, Villanacci V, Giulini SM, Schiavo-Lena M. Signet
ring cell carcinoma of the ampulla of Vater: demonstration of a
pancreatobiliary origin. Pancreas. 2011;40(5):791-3.

14.  He P, Shi JS, Chen WK, Wang ZR, Ren H, Li H. Multivariate statistical analysis
of clinicopathologic factors influencing survival of patients with bile duct
carcinoma. World J Gastroenterol. 2002;8(5):943-6.

15. He P, Shi J, Chen W, Wang Z. Multivariate analysis by Cox proportional
hazards model on prognoses of patients with bile duct carcinoma after
resection. Chin Med J (Engl). 2002;115(10):1538-41.

16. Palestro G, Turrini F, Pagano M, Chiusa L. Castleman’s disease. Adv Clin Path.
19993(1-2):11-22.

540

Page 4 of 4

Submit your manuscript to a SpringerOpen®
journal and benefit from:

» Convenient online submission

» Rigorous peer review

» Immediate publication on acceptance

» Open access: articles freely available online
» High visibility within the field

» Retaining the copyright to your article

Submit your next manuscript at » springeropen.com




