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A Case of Groove Pancreatitis Mimicking Duodenal Submucosal Tumor
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A 44-year-old man with a history of alcoholism suffered from upper abdominal pain for 3 months and was re-
ferred to a local hospital. Physical examination showed tenderness in the right hypochondrium, and abdominal ul-
trasonography revealed a mass shadow 5 cm in diameter. Upper gastrointestinal endoscopy and gastroduode-
nography showed stenosis with multinodular elevated lesions, suggesting duodenal submucosal tumor. Contrast-
enhanced computed tomography of the abdomen showed an irregularly shaped mass, 7 cm in diameter, with cal-
cification and cystic change between the second portion of the duodenum and the pancreatic head. Because mu-
cosal biopsy showed no malignancy and imaging findings failed to identify any neoplastic changes in the common
bile duct or pancreatic duct, duodenal submucosal tumor was suspected. During laparotomy, an elastic, hard
mass was palpable between the second portion of the duodenum and the pancreatic head, and marked inflamma-
tory changes were apparent around the mass. Subtotal stomach-preserving pancreaticoduodenectomy was
therefore performed. Histological findings showed fibrosis and chronic inflammation between the duodenal wall
and pancreas without any evidence of malignancy, leading to a diagnosis of groove pancreatitis. Groove pancrea-
titis is a localized chronic pancreatitis affecting the pancreatic groove. Due to the similar radiological findings and
alack of awareness of this entity, it is challenging to differentiate from malignant tumor diagnostically. We report
a case of groove pancreatitis mimicking duodenal submucosal tumor and discuss its characteristic appearance
with consideration of the literatures.
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Table 1 Laboratory data on first visit

+ Hematology

WBC 8270 /mm?3 AMY 204 U/1
RBC 373 %104 /mm3 P-AMY 176 1U/1
Hb 76 g/dl LYP 243 10/1
Ht 284 % BUN 5 mg/dl
Plat 51.3%10¢* /mm?3 Cr 062 mg/d!
Na 139 mEq/I
- Biochemistry K 45 mEq/!
TP 74 g/dl Cl 103 mEq/!I
Alb 39 g/dl Glu 95 mg/dl
T.BIl 04 mg/dl HbAlc 52 %
AST 18 TU/I CRP 0.1 mg/dl
ALT 18 TU/I
LDH 158 1U/1 + Tumor markers
YGTP 97 10/1 CEA 39 ng/ml
CK 49 TU/I CA199 <20 U/ml

HESERE ¢ (B2IE) 20 A/ H x 30 4E . (BKilE) 7 A A

F— 200 ml/H x25 £, BEE 300 ml/H x 1 4.
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Fig. 1 Gastroduodenal endoscopy and gastroduodenography
a) Gastroduodenal endoscopy shows stenosis of the second portion of the duodenum due to
multinodular elevated lesions, suggesting submucosal tumor (*).

b) Gastroduodenography shows stenosis with multinodular elevated lesions on the pancre-
atic side of the second portion of the duodenum (arrows).
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Fig. 2 CT and MRI/MRCP
a) An irregularly shaped mass shows enhancement in the late arterial phase. The mass is
7 cm in diameter, with calcification (arrow) and cystic change (arrowhead). and is present
on the left side of the second portion of the duodenum on CT.
b) The irregularly shaped mass shows enhancement in the equilibrium phase on CT.
¢) MRI (T2-weighted) reveals the boundary between the irregularly shaped mass on the
left side of the second portion of the duodenum and the pancreas (arrows).
d) MRCP shows no abnormal findings in the main pancreatic duct or common bile duct.
Multiple cystic lesions are present on the left side of the second portion of the duodenum

(arrows).
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Fig. 3 Operative findings

An elastic, hard, white mass is seen between the

second portion of the duodenum and the pancreatic

head, and marked inflammatory changes are apparent

around the mass.
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Fig. 4 [listological findings
a) Resected specimen. An elevated lesion is apparent on the duodenal mucosa (*).
b) Cut surface on line b, showing a whitish, fibrotic lesion in the groove area.
¢) Cut surface on line C, showing pancreatic tissue and the whitish, fibrotic lesion in the
groove area. The mildly dilated duct of Santorini and pseudocysts are also confirmed in the

groove area.
d) Low-power view of the lesion shows marked fibrosis of the groove area and the duct of
Santorini contains inspissated pancreatic juice with calcification (hematoxylin and eosin (HE)
staining).

e) Marked fibrosis in the pancreatic parenchyma and inspissated pancreatic juice with cal-
cification in the main pancreatic duct are identified (HE staining, * 30).

f) Duodenal wall shows marked thickening with fibrous proliferation and lymphocytic infil-
tration mainly in the submucosa. The duodenal wall also contains pseudocysts (HE stain-
ing, X 15).

poV, papilla of Vater; mdp, minor duodenal papilla; ga, groove area; dm, duodenal mucosa;
pan, pancreas; pc, pseudocyst; cbd, common bile duct; fib, fibrosis; sd, duct of Santorini;
mpd, main pancreatic duct.
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