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The anatomical site of the pancreas renders clinical examination 

of this organ almost impossible. Tests of pancreatic function are 

notoriously unreliable and are, by many workers, considered valueless. 
The diagnosis of disease of the pancreas is therefore difficult, except 
perhaps for acute pancreatitis, with its sudden and dramatic onset. 

Bard and Pic in their comprehensive review of carcinoma of the 

pancreas in 1888 emphasised four points in the diagnosis?jaundice, 
distension of the gall bladder, cachexia and loss of weight. Other 

workers in later years stressed the importance of pain as a predominant 
symptom. Sir William Osier in his System of Medicine (1908) stated 
that pain is one of the earliest and most constant symptoms. Chauffard 
also in 1908 differentiated pancreatic carcinoma into pancreatico-biliare 
for that involving the head and pancreatico-solaire for that originating 
in the body, the former based upon jaundice, the latter upon the 

relation of the symptom of pain to the solar or coeliac plexus. Jaundice 
as a solitary symptom of pancreatic cancer was emphasised by Fagg 
and Pye Smith in 1891 who further stated that primary cancer of the 

pancreas exists but is in reality a rare disease. Pain as a feature of 

pancreatic malignancy seems to have been overlooked, however, for 

painless persistent progressive jaundice was the corner stone upon 
which carcinoma of the head of the pancreas had been diagnosed in 
the past. This symptom is a late manifestation of the disease, and the 

patients are usually in the terminal stages of their illness when icterus 

appears. With the rapid advances in abdominal surgery and the present- 
day knowledge of replacement therapy it is all-important that malignant 
disease of the pancreas should be recognised at an early stage when a 
reasonable chance, if not of cure, then at least of prolongation of life 
can be offered to these patients. 

The author's attention was drawn to the possible early clinical 

manifestations of pancreatic malignancy when several out-patients with 

vague abdominal complaints later developed obvious carcinoma of the 

pancreas. 

Dyspepsia is a common complaint among out-patients. This 

symptom may indicate a multitude of diseases or be merely a mani- 
festation of bad dietetic habits. Of 720 consecutive out-patients seen 
in the Edinburgh Royal Infirmary, 190 had dyspeptic symptoms. 
In many instances the cause was obvious. Several patients, however, 
showed only minimal signs such as a deformed duodenal cap on 

X-ray examination while many had no physical or radiological signs. 
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Of these 190 patients 10 later developed obvious carcinoma of the 
Pancreas. It was felt that their dyspeptic symptoms were the early 
Manifestations of this disease. The teaching that painless jaundice 
ls an early feature of neoplasm of the head of the pancreas must be 
revised and more attention should be paid to minor and apparently 
trivial symptoms. 

These 10 out-patients, together with 50 other patients admitted 

|? hospital and later proved to have carcinoma of the pancreas, have 
een reviewed in an endeavour to ascertain the earliest symptoms or 

Slgns of this condition and thus reach an early diagnosis. 
Pathology.?Excluding secondary deposits of the pancreas and 

Amours of the pancreatic islets, Ewing divided carcinoma of the 
Pancreas into (a) carcinoma of the ducts ; this is a cylindrical cell 

Carcinoma usually situated in the head or body ; it forms rather 
Passive growths ; there is a variable amount of fibrous tissue present 

the tumour mass may contain many small cysts ; (b) carcinoma 
0 the parenchyma ; this produces a more diffuse, rapidly-growing 
tumour which may be firm or soft in consistence according to the 
arn?Unt of fibrous tissue present; it occurs anywhere in the 
Pancreas. 

^ 
Many workers divide carcinoma of the pancreas into carcinoma 

0 the head, cancer of the body and that involving the tail. Each 
Site of tumour growth is reputed to have a separate clinical picture. 

s mentioned earlier, Chauffard in 1908 was the first to differentiate 
etween carcinoma of the head and body of the pancreas on clinical 

grounds. Berk, however, stresses the unreliability of this deduction. 
Perative findings and autopsy material' show that tumour of one 

Part of the pancreas invariably extends into other parts of the gland. 
, 

extension from the dominant area of tumour growth into other 
s'tes may thus affect the clinical picture. In Ransom's experience 

ere was even a gross discrepancy between the site of the tumour 
Seen at operation and that found at autopsy. 

The difference in growth of some pancreatic tumours also adds 
t? the difficulty of attempting to localise the site of carcinoma of the 
Pancreas according to the presenting symptoms. Silver and Lubliner 
ave correlated the clinical features of primary carcinoma of the 

Pancreas with the autopsy findings. They showed that, although 
Predominance of the tumour in one part of the pancreas is the rule 
rather than the exception, there is always extension of the growth into 
?ther parts of the gland, thus influencing the clinical picture. 

In this series of 60 cases of pancreatic cancer 50 came to autopsy. 
Wenty-nine had the main growth in the head with extension into 
e body, 17 in the body and tail with involvement of the head, and 

Jn the remaining 4 the whole pancreas was infiltrated and no dominant 
Slte of tumour growth could be determined. 

It is interesting to compare these sites of primary carcinoma of the 
Pancreas with the findings of other workers. 
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The figures in the present series are similar to those of Duff, Kenney, 
Hick and Mortimer and Silver and Lubliner who all agree that 

carcinoma of the body is nearly as frequent as that of the head. There 

is some confusion as to where the cases involving the entire pancreas 
should be placed. Hitherto most of these cases have been included 
with carcinoma of the head. Silver and Lubliner, however, feel that 
this is not justified, for in their series the autopsy evidence would 

suggest that the body or tail is the primary site of these diffuse pancreatic 
tumours. 

TABLE I 

Location of Primary Carcinoma of the Pancreas 

Author. 

Duff .... 

Kenney .... 
Hick and Mortimer . 

D'Aunoy, Ogden and Halpert 
Leven .... 
Grauer .... 
Silver and Lubliner . 

Present series . 

No. of Cases. 

50 
51 
49 
40 
97 
34 
104 
50 

Head. 

56 per cent. 
59 
45 
78 
62 

44 
57 
58 

Body and Tail. 

38 per cent. 
4i 
47 
22 

20 

15 
32 
34 

Entire Pancreas. 

6 per cent. 

8 per cent. 

19 per cent. 

41 
11 

In view of the discrepancies between the clinical manifestations 

and the autopsy findings of pancreatic carcinoma it would appear to 

be unwise to divide the condition into such clear-cut clinical entities 

as has been done in the past. It is as well to refer therefore to tumours 

of this gland, irrespective of its localities, as primary carcinoma of the 

pancreas. 
Sex INCIDENCE.?In this series there were 31 males and 29 females, 

a ratio of almost 1 male : 1 female. Other workers have found the 

incidence to be higher in males. Berk, in his series of carcinoma of 
the pancreas, showed a sex ratio of 2 males : I female. Silver and 

Lubliner also found a higher incidence in males. In their total cases 

of pancreatic malignancy there was a ratio of 1 -8 males : I female. 

In carcinoma of the head of the pancreas there was a ratio of 2*2 

males : I female, while in carcinoma of the body the ratio fell to 

1-5 males : I female. Thamsen et al. in a recent survey of patients 
suffering from carcinoma of the pancreas found the incidence to be 

higher in men. In their material there was a ratio of 1-9 males : I 

female. The Danish cancer index, however, shows a ratio of 1*2 

males : 1 female, more in keeping with the sex incidence in this series. 
Age Incidence.?Silver and Lubliner found the peak incidence 

of carcinoma of the head and neck of the pancreas to be between 

57-60 years, while in carcinoma of the body and tail the age group 
was between 56 and 65. Dashiell and Palmer in their cases of pancreatic 
carcinoma found the average to be 55*9 years, the youngest 29 and the 
oldest 79. In this series the average age was 66-7 years. The youngest 
34 years and the oldest 81 years. 
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Pre-existing Cholecystitis.?Cholecystitis and gall stones were 
ound at autopsy in 11 patients in this series, 18 per cent. Eight of 
ese patients were known to be suffering from gall bladder disease 

0r five to ten years prior to their death. This supports the findings 
pf other workers who found an incidence of pre-existing cholecystitis 
ln about 20 per cent, of their cases. 

Duration of the Illness.?The average duration of the disease, 
r?m the time of onset of the earliest symptom, until death was five 
Months. One patient lived only six weeks from the time of his first 

symptom, while in another, the illness lasted nine months. Most 
authors agree that four and a half to five months is the average duration 
?f the disease. 

The Danish workers, Thamsen et al. found that half of their patients 
led in the first three months and that only 7 were alive after nine 

^onths. Grauer, however, had a patient who lived seven years after 
e onset of the disease and in whom the diagnosis was proved correct 

at post mortem. 

Clinical Features 

(a) Pain.?Pain was the earliest symptom in the patients in this 
Series- It was present in 40 of the 60 cases, 66 per cent. The character 
and site of the pain varied. In some patients the pain was gradual in 
?nset and usually steady and continuous. In others it was described 
as colicky, boring or stabbing. The most frequent sites were the 

^gastrium, across the upper abdomen, in the back and in the right 
ypochondrium. 
The pain could be divided into five types depending on its character, 

s*te and radiation. 

(0 Sixteen patients complained of a dull continuous or intermittent 
eP1gastric pain, very similar to the severe pains of a peptic ulcer. They 
Stated the pain radiated through to the back. This symptom is made 
w?rse by the intake of food and it is very severe at night. Carcinoma 

the pancreas at this stage may thus be mistaken for a peptic ulcer, 
nlike the latter condition, however, the pain is aggravated by the 

Supine position or by a sudden change in posture. 
(2) The second type of pain was situated in the right hypochondrium 

and radiated to the back and even up to the right shoulder. It was 
u? and aching in character but at times assumed a colicky nature, 
his too was intensified by food. Fourteen patients complained of 

his type of pain. The character and site of this could easily suggest 
a diseased gall bladder. 

(3) A constant dull boring pain situated deeply in the back was 
Present in 4 patients in this series. This bore no relationship to food 
ut was also worse at night. Strangely enough, relief was obtained 

ln these 4 patients by the administration of salicylates, after many 
?ther analgesics had been tried unsuccessfully. 

(4) Three patients complained of attacks of severe upper abdominal 
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cramp or colic situated deeply in the middle of the abdomen. This 

symptom bore no relationship to the intake of food or to posture. 
A similar type of pain has been described by Walters and Snell as a 
feature of pancreatic carcinoma and which is described as " coeliac 

neurlagia." 
(5) Three patients complained of pain which could not be classified 

into any of the above groups. It was dull and boring on occasions. 
The ingestion of food would render the pain colicky in nature. It was 

felt in the back, in the epigastrium and in the right hypochondrium- 
Many workers, including Silver and Lubliner and Dashiell and 

Palmer, have stressed the occurrence of an unusual type of abdominal 

pain as an early feature of pancreatic carcinoma. Many authors agree 
the pain may be of many types, although opinions differ as to its 

relationship to the ingestion of food. Walters and Snell state the pain 
is usually aggravated by food. Dashiell and Palmer found no 

relationship between the onset and severity of the pain to the taking 
of meals. Berk and Grauer, however, maintain that the pain is 

relieved by food. 
There are many possible explanations of these varieties of pain. 

Extension of the tumour into the coeliac ganglia might explain the 
" coeliac neuralgia 

" of Walters and Snell. Distension of the pancreatic 
duct could produce a dull ache or even colic. Involvement of the 

duodenum causing congestion, distortion, altered motility, or even 

erosion would produce pain similar to that of a peptic ulcer. If the 

common bile duct was invaded by the tumour growth, then biliary 
colic should be a feature. Spread of the carcinoma into the retro- 

peritoneal tissues could be yet another possible explanation for the 

boring pain experienced in the back. 

(b) Loss of Weight.?This symptom was a very noticeable feature 
of the patients in this series. Fifty patients complained of loss of 

weight, 83 per cent. In 30 of them, 50 per cent, of the total, the weight 
loss was dramatic and occurred very early in the disease. In the 

remaining 50 per cent, it was a more gradual decline. Loss of weight, 
as an important feature of malignant disease of the pancreas, has 
also been described by other workers. In Dashiell and Palmer's series 

of 90 cases, loss of weight was present in 72 cases. Silver and Lubliner 

found progressive and rapid loss of weight in 90 per cent, of patients 
in their cases, and it was a marked feature in 86 per cent, of the cases 

described by Zollinger and Kevorkian. 

Weight loss in malignant disease is difficult to explain. Many 
factors are involved in pancreatic carcinoma, anorexia, vomiting, the 
increased metabolism of a rapidly growing tumour and loss of pancreatic 
ferments, leading to improper digestion, with resulting malabsorption 
of food are some factors which may play a part in these cases. Un- 

explained loss of weight, however, would appear to be an important 
feature of pancreatic malignancy. 

(c) Digestive Disorders.?A sensation of epigastric fullness 
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associated with gastric flatulence were noticeable features in this series. 
Indeed 82 per cent, of these patients complained of them. These 

symptoms had been present for an average of two to three months 
before advice was sought. They were labelled by the patient as 

indigestion. Four such patients with these symptoms were examined, 
Vet at this time clinical and radiological examination revealed no 

evidence of disease. All 4 patients were seen within three months 
With definite evidence of pancreatic malignancy. 

(d) Attacks of Diarrhoea.?The typical light coloured, bulky, 
greasy faeces, so characteristic of chronic fibrosis of the pancreas, 
^ seldom encountered in malignant disease of this organ. Unexplained 
attacks of diarrhoea, however, are a common feature in carcinoma of 
the pancreas. Fifteen patients in this series, 25 per cent., complained 

this symptom. An unusual feature of the diarrhoea is that it is 

intermittent, occurring at intervals of about ten days to a fortnight. 
I he bowel motions between these attacks are perfectly normal. The 

diarrhoea is described as watery in all cases. Apart from this it has 
110 other diagnostic features, except that exacerbations of the original 
Pain may accompany these bouts of diarrhoea. Berk found diarrhoea 
t? be present in about 10 per cent, of his series while Dashiell and 

Calmer described this symptom in 78 of their 90 cases, and Danish 
Workers have noted this feature in about 25 to 30 per cent. Ihe 

explanation of these recurrent bouts of diarrhoea is not known, for 
there is no steatorrhoea and therefore improper digestion or mal- 

absorption of fat would appear to play no part in the causation. 
(e) Jaundice.?Physicians, since the time of Bard and Pic in 1888, 

have stressed the importance of jaundice as a feature of carcinoma of 
the pancreas. Jaundice, however, occurs so late that it is worthless 
as a diagnostic feature in the early recognition of the disease. In 
this series 66 per cent, ultimately developed jaundice. Only 8 patients, 
5 per cent., stated that they were perfectly fit and had no immediate 
Preceding complaint prior to the onset of the jaundice. In 40 patients, 
where pain was an early feature, 30 later developed jaundice. This 

finding is in keeping with the observations of other workers. Berk 
stated that when pain and jaundice occur in the same patient, in 
8? per cent, of cases the pain comes before the jaundice. This author 
also found that in 14 per cent, of his patients the jaundice was painless 
throughout the course of the disease. 

In 15 patients who developed jaundice, the jaundice was not 

Progressive but fluctuated quite noticeably. This fluctuation was 

Apparent clinically and was proved biochemically by estimation of 
the serum bilirubin. This intermittent jaundice is partly due to 

ulceration of the tumour tissue in the wall of the common bile duct, 
to oedema of the duct, or to spasm of the duct or sphincter produced 
by irritation of the tumour. Once complete obstruction of the common 
bile duct has occurred then the jaundice becomes the persistent and 
Progressive type of the older writers. 

vol. lix. no. 1 c 
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Jaundice is therefore a late symptom in carcinoma of the pancreas. 
Its presence should indicate an advanced stage of the disease and thus 
has no real diagnostic value. 

Psychological Disturbance.?In two instances the patient's 
symptoms were labelled as purely functional. No explanation could 
be found for their continued complaints and general feeling of illness 
and the somewhat unusual attitude they adopted in bed ; one patient, 
indeed, persistently assumed the knee elbow position, maintaining he 
obtained relief in this manner. Both patients were discovered later 
to be suffering from malignant disease of the pancreas. 

Many of the patients became intensely depressed. Mental depres- 
sion, it would appear, is a marked feature in this condition. 

Depression, fear and insomnia have been described by Yaskin in 

patients suffering from carcinoma of the pancreas. Other cases of 

intense mental depression in this condition have been recorded by 
Reicles, Plener and Thamsen et al. 

THROMBO-PHLEBITIS.?Migratory thrombo-phlebitis of the vessels 
of the legs was present in 8 of the patients in this series, 13 per cent. 

Sproul, by examination of a large number of cases at autopsy, concluded 
that the frequency of thrombosis was greater in carcinoma of the 

pancreas than in any other forms of malignancy. Christensen et al., 

Kenney and Thamsen have also noted the frequency of multiple 
thrombosis of the veins of the legs in patients with carcinoma of the 

pancreas. This symptom is therefore of some importance if taken 

in conjunction with the other clinical findings. The cause of the 

thrombosis is not the direct infiltration of the abdominal veins but is 

probably produced by an altered state of the coagulability of the 
blood due to the products of tumour growth and tissue distruction. 

Symptoms of Metastasis.?In 4 patients the initial symptoms 
were caused by metastasis. Two patients presented with a glandular 
mass in the neck in whom the diagnosis later became obvious. One 

patient complained of intense dyspnoea. He had diffuse pulmonary 
carcinomatosis, and a primary pancreatic carcinoma was discovered 
at autopsy. Severe bone pains brought the fourth patient to hospital. 
He had a radiological picture suggestive of myelofibrosis. A carcinoma 
of the pancreas was discovered at post mortem. 

Physical Examination.?Courvoisier's law is of greater value to 

the surgeon than to the physician, for an enlarged gall bladder may 
often be found at operation when it cannot be felt on physical examina- 
tion. A distended gall bladder was palpated in only 10 patients in 
this series, although at autopsy 24 cases, 48 per cent, had enlarged 
gall bladders. Failure to feel the gall bladder in these cases may be 
due to the gall bladder not being distended if there is incomplete 
obstruction of the common bile duct. A rigid right rectus muscle 
would make palpation of this organ difficult, while an enlarged liver 
could render the gall bladder impalpable. 
A mass in the epigastrium was discovered in only 6 cases, 10 per 
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ccnt. The position of the pancreas renders physical examination of 
ls organ extremely difficult. Eusterman and Wilbur have recom- 

mended the use of intravenous anaesthesia in an endeavour to facilitate 
the physical examination of these cases. American workers have 
?und a greater incidence of palpable tumours in this condition than 
ln the present series. Berk discovered a mass in the epigastrium in 
37 per cent, while in Levy and Lichtman's series the tumour was 
Palpable in 47 per cent, of cases. 

Abdominal examination of these patients may reveal an enlarged 
1Ver. a distended gall bladder, a palpable tumour or ascites or an 
enlarged spleen. 

ENLARGEMENT OF the Liver.?An enlarged liver was present in 
26 patients at the time of the original examination. Later, the liver 
became palpable in 38 patients. Enlargement of the liver is not an 

early sign of pancreatic carcinoma, although, unfortunately, it may be 
the first sign in some of these patients when the disease is well advanced. 

Ascites.?Carcinoma of the pancreas can produce ascites by 
Peritoneal metastasis or by compression of the portal vein, either 

directly or by enlarged glands. Ascites is a very late sign in these cases. 
was present in 10 patients in this series, 16 per cent. 
Enlargement of the Spleen.?A palpable spleen is a rare sign 

ln pancreatic malignancy. Splenic enlargement was the only sign 
detected in one patient in this series who was found to have a carcinoma 
?f the pancreas with extension into the tail and involvement of the 
splenic vein. 

Abdominal examination therefore is of limited value in the diagnosis 
?f malignant disease of the pancreas, for when physical signs are present 
^e condition is usually far advanced. 

Examination of the Stool.?The fat content and microscopic 
examination of the stool for undigested meat fibres yielded very poor 
rcsults in this series. In 25 patients the stool benzidine was persistently 
positive, and at autopsy the pancreatic tumour was found to be infil- 
trating into the duodenum in 5 patients. The source of the bleeding 
ln the remaining 20 patients was not discovered. It may have arisen 
r?rn the tumour infiltrating into the common bile duct, for 15 of these 
20 patients became jaundiced and the bleeding could not be arrested 
y the administration of vitamin K. 

Occult blood in the stools is therefore an important sign in these 
cases. 

Achlorhydria.?Achlorhydria was a feature in 30 patients in 
this series, 50 per cent. Carcinoma of the pancreas therefore seems to 
e associated with achlorhydria, and this finding should be of clinical 

lrnP?rtance in the diagnosis of these cases. 
Pancreatic Function Tests.?Numerous attempts have been 

made to correlate carcinoma of the pancreas with disturbances of its 
enzyme secretions and with corresponding blood levels. Comfort and 

sterberg found an increased level of blood lipoid in 40 per cent. 
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of patients with carcinoma of the pancreas. Bauman and Whipple 
and Comfort et al. have studied the external pancreatic secretion using 
a double lumen tube. Diminished enzyme secretion was present in 
some patients with carcinoma of the pancreas. In other patients the 
secretions, however, were normal. Bauman and Whipple suggested 
that this latter finding may be explained by the presence of an accessory 
duct of Santorini. 

The association between carbohydrate metabolism and pancreatic 
carcinoma has interested many workers, ever since Mirallie in 1893 
discovered glycosuria in 13 of his 50 cases. Most investigators, however, 
have found glycosuria in carcinoma of the pancreas to be less frequent, 
and the generally accepted figure is about 9 per cent. The incidence 

of hyperglycaemia and impaired glucose tolerance is apparently the 
same as the incidence of glycosuria. Eusterman and other investigators 
have found abnormalities in the blood sugar curve in about 10 per 
cent, of their cases. 

Four of the 60 patients in this series had glycosuria, 6-6 per cent, 
and 10 showed hyperglycaemia and other abnormalities in the blood 

sugar curve, 18 per cent. 

From the author's experience it was considered that other pancreatic 
function tests were of such limited value that they were not performed 
in this series. 

Apart from glycosuria and changes in the blood sugar curve which 

may be of some value in the diagnosis of pancreatic carcinoma other 
tests of pancreatic function give very little help in the diagnosis of 
this condition. 

X-RAY EXAMINATION.?Because of its position the pancreas cannot 
be visualised directly and the radiological diagnosis of carcinoma, 
therefore, is made indirectly by the effect of the growth on neighbouring 
organs. When there is little or no enlargement of the pancreas, the 
tumour may not be recognised. The roentgen signs are only demon- 
strable when the growth is large. The radiological signs, therefore, 
depend upon the size and site of the tumour. When the growth is in 
the head of the pancreas there may be involvement of the duodenum ; 

tumours of the body and tail can cause pressure on the stomach or 
colon. It is unusual, however, to find positive radiological evidence 
of malignant disease of the pancreas unless the condition is well 

advanced. 

A characteristic sign of carcinoma, involving the head of the 

pancreas, is the gradual progressive enlargement of the duodenal curve. 
It must be emphasised again, however, that widening of this curve is 
not always present. In large-sized tumours the pylorus also may show 

signs of pressure. Tumours involving the pancreatic head will also 

produce changes in the motility of the duodenum, at first an increased 

motility and later duodenal stasis. There may be narrowing of the 
duodenal lumen with varying degrees of stenosis, with irregularity of 
its contour and with the mucosal folds widely separated and flattened. 



CARCINOMA OF THE PANCREAS 37 

The duodenal loop can be displaced to the right and anteriorly 
0r it may be rotated. False diverticula in the second part of the 
duodenum may be seen. 

There were radiological signs in 6 of the 60 cases in this series, 
10 per cent. Three of them showed evidence of duodenal diverticula 
which could not be demonstrated at autopsy. These pseudo diverticula 
Were most probably the result of spasm and distortion of the duodenum. 

When the tumour is situated in the body of the pancreas it may 
produce pressure on the stomach. Case has referred to this pressure 
?n the stomach as the 

" 

pad defect." If the tumour becomes very large, 
then the displacement of the stomach can cause an hour glass or cascade 
effect. 

If the tumour be in the tail of the pancreas the stomach is pushed 
forward and there is distortion of the greater curvature. There may 
also be pressure on the transverse colon, displacing it downwards and 
forwards. 

Finally, the cholecystogram can show distortion, delayed emptying 
and even a filling defect. 

In conclusion, however, it can be stated that the radiological signs 
?f carcinoma of the pancreas appear late in the disease. If the tumour 

involves the head, the distortion and other effects on the duodenum 

niay be present early and the clinician should be aware of their 

Slgnificance. 
Conclusions 

Malignant disease of the pancreas is encountered frequently in 

hospital. The classical symptoms of painless, progressive, persistent 
jaundice is a late symptom of this condition, and, furthermore, the 
jaundice is usually preceded by pain in about two-thirds of the cases. 

The physician must always be aware of the possibility of carcinoma 
of the pancreas in any patient who complains of obscure abdominal 
symptoms. The unusual character and site of the pain, associated 
loss of weight, and an occasional attack of diarrhoea, even when 

radiological examination of the alimentary tract reveals nothing, 
demands more detailed investigation, including perhaps laparotomy. 

If these early and minor symptoms are ignored the disease progresses 
relentlessly with perhaps multiple venous thrombosis, more severe pain, 
further attacks of diarrhoea until the onset of obstructive jaundice, 
regarded by some as the earliest symptom, becomes the patient's death 
Warrant. 

I wish to thank Professor D. Murray Lyon for his permission to use his cases 
and for his ever-ready help and advice. 
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