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Ampullary tumor is a rare disease whose prevalence rate has increased gradually in recent years
with the increase in endoscopic examinations. Ampullary lesions are observed via endoscopy,
and biopsy is done to determine whether such lesions are adenomas or carcinomas. Endoscopic
papillectomy is performed on ampullary adenomas without intraductal lesions. Before the
procedure, bleeding tendencies and pancreatitis are assessed, and the lesion is resected using a
high-frequency wave and a thin wire snare. Thereafter, pancreatic duct stent insertion or clip-
ping of the resection site is performed to prevent postprocedural pancreatitis. Although 47-93%
of the patients achieve complete endoscopic papillary resection, the recurrence rate is 5-31%.
Hence, regular follow-up via endoscopy is required.
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Table 1. Pathologic TNM staging of ampullary carcinoma (8th
American Joint Committee on Cancer Staging)

Primary Tumor (pT)
Tx: primary tumor cannot be assessed
TO: no evidence of primary tumor
Tis: carcinoma in situ
T1: tumor limited to ampulla of Vater or sphincter of Oddi or
tumor invades beyond the sphincter of Oddi (perisphincteric
invasion) or into the duodenal submucosa
-T1a: tumor limited to ampulla of Vater or sphincter of
Oddi
-T1b: tumor invades beyond the sphincter of Oddi
(perisphincteric invasion) or into the duodenal submucosa
T2: tumor invades into the muscularis propria of the duodenum
T3: tumor directly invades into the pancreas (up to 0.5 cm) or
tumor extends more than 0.5 cm into the pancreas or extends
into peripancreatic or periduodenal tissue or duodenal serosa
without involvement of the celiac axis or superior mesenteric
artery
-T3a: tumor directly invades the pancreas (up to 0.5 cm)
-T3b: tumor extends more than 0.5 cm into the pancreas or
extends into peripancreatic or periduodenal tissue or
duodenal serosa without involvement of the celiac axis or
superior mesenteric artery
T4: tumor involves the celiac axis, superior mesenteric artery,
or common hepatic artery, irrespective of size
Regional lymph nodes (pN)
Nx: regional lymph nodes cannot be assessed
NO: no regional lymph node involvement
N1: metastasis to one to three regional lymph nodes
N2: metastasis to four or more regional lymph nodes
Distant metastasis (pM)
MO: no distant metastasis
M1: distant metastasis
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Suspected ampullary tumor

Endoscopy with side-view scope
EUS and MRCP

Ampullary adenoma

Histology(—
9y(*) (intraductal extension <20 mm)

Endoscopic papillectomy

Resection margin(-) Resection margin(+)

Complementary
endoscopic techniques
(APC/EMR)

Follow-up at 3 months

Ampullary carcinoma

Adenoma with intraductal extension >20 mm
Technical difficulty (diverticulum, size >4 cm)

Follow up if Tis
with no residual disease

Transduodenal ampullectomy Tis N(-), M(-)

>T1 or margin(+)

>T1 or N(+), M(+)
Pancreatoduodenectomy

Fig. 1. Diagnostic and therapeutic algoritm of ampullary tumor (European Society of Gastrointestinal Endoscopy guideline). EUS, endo-
scopic ultrasound; MRCP, magnetic resonance cholangiopancreatography; APC, argon plasma coagulation; EMR, endoscopic mucosal

resection.
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Table 2. Management of antiplatelets and anticoagulants

Thombosis low risk  Thrombosis high risk

Aspirin 3-5 days of Performed without
withdrawal withdrawal
Thienopyridine 5-7 days of Aspirin/Cilostazol
withdrawal replacement
Other antiplatelets 1 day of withdrawal
Warfarin 3-5 days of Heparin bridge therapy
withdrawal (LMWH or
unfractionated
heparin)
DOAC 2 days of withdrawal (depend on renal
function)

DOAC, dual oral antiplatelet agent; LMWH, low molecular weighted
heparin.
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