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Pancreatic Focal Lesion Mimicking Carcinoma in
Association with Ulcerative Colitis
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Abstract. A patient with ulcerative colitis presented with jaundice and
bloody diarthea. He had cholestatic derangement of liver enzymes with
radiological features of focal pancreatic mass. He responded completely to
Prednisolone and remains asymptomatic on oral Mesalamine.
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Introduction

Extra intestinal manifestations of inflammatory bowel disease are
common but pancreatic involvement is rare. The pancreas may be
involved as a complication of gallstones or due to duodenal involvement
as in Crohn's disease!’). Side effects of such treatment as 5-amino
salicylic acid compounds, Azathioprine and steroids on the pancreas was
reported”. In patients with primary sclerosing cholangitis (PSC)
complicating inflammatory bowel disease, the pancreas may be involved
as part of extra hepatic biliary system involvement or in the form of
lymphoplasmacytic sclerosing pancreatitis, a rare variant of PSC
involving the pancreas®?!. Autoimmune chronic pancreatitis (AIP) and
pancreatic masses in association with PSC are well recognized with
established diagnostic laboratory and imaging criterial®*.,
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Case Report

A 44-years-old male presented to the Emergency Department on
October 7, 2003, with a history of progressively increasing epigastric
abdominal pain and jaundice of one-week duration associated with poor
appetite and a one-day history of fever, nausea and vomiting. This was
preceded by bloody diarrhea for 20 days. He lost 20 kg of weight over
the three weeks.

There was no history of ethanol intake or previous similar attacks.
He was diabetic for 3 years on oral hypoglycemic (Glibenclamide).

On physical examination he was ill, in pain, febrile 38.7°C, pulse
109/minute, BP 119/67 mmHg, mildly pale, and jaundiced. Chest and
cardiovascular system were unremarkable. Abdominal examination
revealed right upper quadrant and epigastric tenderness. Complete blood
count white blood cells (WBC) 13.8 K/uL hemoglobin (Hb) was 9.4
g/dL, platelets count 611 K/uL. Prothrombin time 1 second, Erythrocyte
Sedimentation rate (ESR) was 53 in the first hour. Sodium 131 mmol/L,
Potassium 3.1 mmol/L, Chloride 94 mmol/L, urea and creatinine were
normal 2.9 mmol/L and 85 mmol/L, respectively. Random blood sugar
was high 17.5 mmol/L. Aspartate Amino Transferase (AST) 180 IU/L,
Alanine Amino Transferase (ALT) 110 IU/L, Alkaline phosphatase
(ALKP) 733 U/L, Gamma glutamyl transferase (GGT) 666 U/L. The
total bilirubin was high 14 pmol/L, Direct Bilirubin 140 pmol/L,
Albumin 22. Hepatitis serology was negative for Hepatitis B Virus
(HBV), Hepatitis C Virus (HCV), and Hepatitis A Virus (HAV). Anti
nuclear Antibody (ANA), Smooth Muscle Antibody (SMA) and
Antimitochondrial Antibody (AMA) were also negative, Immuno-
globulin G (IgG) level was 12 (normal). Carbohydrate antigen 19-9
(CA19-9) was 1.79 (normal), stool was positive for occult blood.
Ultrasound abdomen showed dilatation of intra- and extra-hepatic biliary
radicle and a hypoechoic focal lesion at the region of the head of the
pancreas about 5.2 x 6 cm in diameter. Abdominal Computed
Tomography (CT) scan showed moderate dilatation of intra- and extra-
hepatic biliary radicle and enlarged pancreatic head with 4.7 x 3.3.
Focal lesion was seen at the head of the pancreas which could represent
cancer of the pancreatic head or inflammatory mass (Fig. 1).

Endoscopic Retrograde Cholangiography (ERCP) was unsuccessful.
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Fig. 1. CT picture of the pancreas: Enlarged head of the pancreas 4.7 x 3.3. Focal lesion is
seen at the head of the pancreas it could represent cancer of the pancreatic head or
inflammatory mass.

Magnetic Resonant Cholangiopancreatography (MRCP) showed
dilatation of the intrahepatic biliary radicle, the proximal part of the
common bile duct and focal pancreatic head lesion (Fig. 2 to 4).
Colonoscopy showed moderate to severe pan-colitis with loss of vascular
pattern, friable edematous mucosa and exudate formation. Colonic
biopsy showed infiltration of the lamina propria with acute and chronic
inflammatory cells and eosinophils with cryptitis. No crypt abscess or
granuloma formation (Picture of chronic active colitis consistent with
ulcerative colitis).

The patient was started on Prednisolone 30 mg orally and
Mesalamine 800 mg three times daily (TID). He made dramatic
improvement, fever subsided, jaundice disappeared, and the pain was
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completely relieved. Liver enzymes on October 11, 2003 were AST 17
IU/L and ALT 45 IU/L, ALKP 373 U/L, GGT 240. Tbil 24 UMOL/L
Direct Bilirubin 20 UMOL/L. Follow-up CT scan and MRCP after 10
days showed interval decrease in the size of pancreatic head mass and
decrease in the extent of the biliary radicle dilatation. He was discharged
from the hospital on tapered Prednisolone and Mesalamine. He was seen
four weeks later in the outpatient clinic; the liver functions and repeated
MRCP were normal. At the latest follow-up in December 2007, he was
maintained on Mesalamine 800 mg TID and he was free of symptoms.

Fig. 2. Dilated intrahepatic biliary radicle and the proximal part of the common bile duct.
The distal part is not seen. Focal pancreatic head lesion (MRCP picture 1).
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Fig. 3. Dilated biliary system and marked distension of the gallbladder (MRCP picture 2).

Discussion

Pancreatic involvement such as extra intestinal manifestation in IBD
is rare. It may be part of hepatobiliary complications of IBD!. It has
immunological backgrounds; the so-called autoimmune pancreatitis
(AIP). The pathogenesis and pathophysiology of AIP were unclear;
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findings in most cases of AIP included increased levels of serum gamma
globulin IgG 4, the presence of autoantibodies, diffuse enlargement of
the pancreas, diffusely irregular narrowing of the main pancreatic duct on
endoscopic retrograde cholangio-pancreatography, fibrotic changes with
lymphocyte infiltration and a possible association with other autoimmune
diseases”!. Microscopically AIP is recognized by lymphoplasmacytic
sclerosing pancreatitis’®!. Similar to the above reported case AIP
predominantly tends o affect middle or advanced age males't*™.

Fig. 4. Intrahepatic biliary radicle. Moderate dilatation (MRCP picture 3).

This patient had acute epigastric pain, fever and vomiting this
presentation mimicking acute pancreatitis. Unfortunately, the serum
amylase was not done on admission because of the overlapping
presentation of bloody diarrhea, which raises the possibility of
inflammatory bowel disease or infective colitis. Reports on similar cases
of acute pancreatitis associated with ulcerative colitis showed complete
response to treatment of the acute attack with systemic steroids*®!.
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The presence of focal lesion at the head of the pancreas associated
with biliary dilatation on abdominal CT scan and MRI associated with
jaundice and weight loss raises the possibility of pancreatic cancer. This
possibility was supported by failure of cannulation of the common bile
duct during the ERCP. Similar cases have been reported with chronic
rather than acute presentations'*.. Some cases in the literature underwent
extensive pancreatic surgery for possible carcinomal””. On the other
hand the acute presentation of the patient suggested that the pancreatic
head focal lesion was more likely of inflammatory origin.

On follow-up for four years the patient was maintained on oral
Mesalamine. During this period he had only a few moderate attacks of
exacerbation of ulcerative colitis, but without pancreatic involvement.

Saez et al.'” reported a similar case of recurrent pancreatitis, which
improved without further attacks for 6 years on maintenance 5-ASA.

Autoimmune chronic pancreatitis tends to develop in patients with
severe pancolitis. Serum amylase was not found to be as suitably
sensitive marker in such patients[“].

Cases of severe chronic pancreatitis with endocrine deficiency have
been also reported!'?.

Conclusion

Though AIP is rare, it should be kept in mind as a possible diagnosis
in young patients presenting with focal pancreatic lesion especially in
patients with inflammatory bowel disease. Elevated serum IgG4 may
help in the diagnosis. CT and MRI may not be enough to diagnose
pancreatic carcinoma and fine needle aspiration or biopsy is required
before subjecting the patient to extensive pancreatic surgery.
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