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A	62‑year‑old	 female	 presented	with	 abdominal	 pain	 and	was	 diagnosed	 as	 acute	
on	chronic	pancreatitis	based	on	elevated	serum	amylase	and	imaging	findings.	The	
pancreatic	 duct	 was	 dilated	 with	 abrupt	 cutoff	 at	 neck	 of	 pancreas,	 but	 no	 mass	
was	 visualized.	 Positron	 emission	 tomography‑computed	 tomography	 (PET‑CT)	
revealed	 a	fluorodeoxyglucose	 (FDG)	 avid	 lesion	 in	 the	 neck	 of	 the	 pancreas	 but	
ultrasound	 (USG)‑guided	 fine‑needle	 aspiration	 (FNA)	 from	 the	 lesion	 revealed	
only	 inflammatory	 cells.	 Endoscopic	 ultrasound,	 done	 2	 days	 after	 USG‑guided	
FNA,	revealed	pseudoaneurysm	(PA)	in	the	neck	of	pancreas	that	was	confirmed	on	
CT	angiography.	The	PA	was	occluded	by	USG‑guided	percutaneous	cyanoacrylate	
injection.	As	pain	persisted,	repeat	PET	CT	was	done	which	revealed	FDG	avidity	
around	 the	 cyanoacrylate	 cast	 as	well	 in	multiple	 small	 hypodense	 lesions	 in	 the	
right	 lobe	of	 the	 liver.	USG‑guided	FNA	from	both	 the	 liver	 lesion	as	well	as	 the	
periphery	 of	 the	 glue	 cast	 revealed	 features	 of	 adenocarcinoma.	We	 herein	 report	
a	 case	 of	 pancreatic	 adenocarcinoma	 that	 presented	 as	 acute	 pancreatitis	 and	 got	
masked	because	of	formation	of	PA	consequent	to	USG‑guided	FNA.
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masked	 because	 of	 formation	 of	 pseudoaneurysm	 (PA)	
consequent	 to	 ultrasound	 (USG)‑guided	 fine‑needle	
aspiration	(FNA).

Case Report
A	62‑year‑old	 female	presented	 to	a	 tertiary	care	hospital	
elsewhere	with	complaints	of	acute	onset	abdominal	pain	
and	 vomiting.	 She	 was	 diagnosed	 as	 acute	 on	 chronic	
pancreatitis	based	on	elevated	serum	amylase	and	presence	
of	enlarged	pancreas	with	peripancreatic	fat	stranding	and	a	
small	peripancreatic	fluid	collection	on	contrast‑enhanced	
computed	 tomography	 (CECT)	 [Figure	 1]	 and	 a	 dilated	
main	 PD	 in	 body	 and	 tail	 on	 magnetic	 resonance	
imaging	 [Figure	 2].	 No	 mass	 could	 be	 identified	
obstructing	 the	 main	 PD.	 As	 her	 serum	 CA	 19‑9	 was	
elevated	 (3687	 U/ml;	 N	 <37	 U/ml),	 she	 underwent	

Case Report

Introduction

Both	acute	and	chronic	pancreatitis	are	not	uncommon	
in	 the	 elderly	 population.	 It	 has	 been	 reported	 that	

up	 to	30%	of	 acute	pancreatitis	 (AP)	 is	 seen	 in	patients	
older	 than	 65	 years.[1]	 The	 etiological	 spectrum	 of	 AP	
in	 elderly	 is	 almost	 similar	 to	 young	 with	 increased	
frequency	 of	 gallstones	 as	 an	 etiology.	 Moreover,	 in	
severe	 pancreatitis,	 the	 elderly	 are	 at	 an	 increased	 risk	
of	 complications	 and	 mortality.[2]	 Pancreatic	 tumors	
are	 also	 an	 important	 although	 uncommon	 cause	 of	AP	
in	 elderly.	 The	 ductal	 adenocarcinoma	 causes	 AP	 by	
obstructing	 the	 main	 pancreatic	 duct	 (PD),	 producing	
ductal	hypertension,	and	consequent	leakage	of	enzymes.	
In	malignancy‑associated	 pancreatitis,	 the	mass	may	 be	
obscured	 on	 imaging	 by	 diffuse	 inflammatory	 changes,	
and	 therefore,	 it	 is	 important	 to	 carefully	 look	 for	 it	 in	
elderly	patients	with	idiopathic	pancreatitis.[1‑3]	We	herein	
report	 a	 unique	 case	 of	 pancreatic	 adenocarcinoma	 that	
presented	 as	AP	 and	 was	 not	 visible	 on	 initial	 imaging	
because	 of	 inflammatory	 changes	 and	 subsequently	 got	
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positron	 emission	 tomography	 (PET)‑CT.	 It	 revealed	 a	
fluorodeoxyglucose	 (FDG)	 avid	 lesion	 in	 the	 neck	 of	
pancreas	 measuring	 2.6	 cm	 in	 diameter	 and	 obstructing	
the	 PD	 [Figure	 3].	 Furthermore,	 patchy	 avidity	 was	
observed	 in	 distal	 pancreas	 suggestive	 of	 peripancreatic	
inflammation	[Figure	4].

An	 USG‑guided	 FNA	 was	 attempted	 from	 the	
pancreatic	 body	 lesion	 elsewhere	 and	 it	 revealed	 only	
inflammatory	 cells.	 In	 view	 of	 strong	 suspicion	 of	
malignancy,	 patient	 was	 referred	 to	 us	 for	 endoscopic	
ultrasound	 (EUS)‑guided	 FNA.	 EUS,	 done	 2	 days	 after	
USG‑guided	 FNA,	 revealed	 an	 anechoic	 lesion	 with	
thick	 walls,	 measuring	 2.8	 cm	 in	 the	 neck	 of	 pancreas	
[Figure	 5;	 arrows],	 obstructing	 the	 PD.	 This	 anechoic	
lesion	 had	 vascularity	 on	 color	 Doppler	 [Figure	 6]	
and	 arterial	 flow	 on	 pulse	 Doppler	 [Figure	 7].	 On	
contrast‑enhanced	 EUS,	 the	 contrast	 was	 seen	 filling	
this	anechoic	 lesion	 in	 the	arterial	phase.	No	other	mass	
lesion	could	be	identified.

CT	angiography	[Figure	8;	arrows]	and	digital	subtraction	
angiography	 confirmed	 the	 presence	 of	 PA	 arising	 from	

Figure 1:	Contrast‑enhanced	 computed	 tomography	 abdomen:	Small	
acute	fluid	collection	near	tail	of	pancreas	(arrows)

gastroduodenal	artery.	Attempt	to	angioembolize	PA	was	
unsuccessful	 because	 of	 guidewire‑induced	 nonfilling	
dissection	 of	 the	 common	 hepatic	 artery.	 Therefore,	
percutaneous	cyanoacrylate	was	injected	in	the	PA	under	
Doppler	 guidance.	 CECT	 confirmed	 the	 obliteration	
of	 the	 PA	 by	 glue	 cast	 [Figure	 9].	 The	 obliterated	 PA	
appeared	 to	 block	 the	main	 PD	 leading	 on	 to	 upstream	
dilatation	[Figure	9;	black	arrows],	and	careful	evaluation	
revealed	 peripheral	 hypodensity	 around	 the	 glue	
cast	[Figure	9].	As	patient	continued	to	be	symptomatic,	
a	 repeat	 FDG	 PET‑CT	 was	 done,	 and	 it	 revealed	 FDG	
avidity	around	the	cyanoacrylate	cast	[Figure	10]	as	well	
in	multiple	 small	 hypodense	 lesions	 in	 the	 right	 lobe	of	
liver	[Figure	11].	USG‑guided	FNA	was	done	from	both	
the	liver	lesion	as	well	as	the	periphery	of	the	glue	cast.	
The	 cytological	 examination	 of	 the	 aspirate	 revealed	
features	 suggestive	 of	 adenocarcinoma.	The	 patient	was	
subsequently	referred	to	oncology	services.

Figure 2: Magnetic	resonance	cholangiopancreatography:	Dilated	main	
pancreatic	duct	with	abrupt	cutoff	at	the	neck	(arrows).	No	mass	could	
be	identified

Figure 4:	 Positron	 emission	 tomography‑computed	 tomography:	
Patchy	Flouro‑deoxyglucose	 avidity	 in	 distal	 pancreas	 suggestive	 of	
peripancreatic	inflammation

Figure 3:	 Positron	 emission	 tomography‑computed	 tomography:	
Flouro‑deoxyglucose	avid	lesion	in	neck	of	pancreas
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Discussion
Pancreatic	 cancer	 is	 an	 uncommon	 cause	 of	 AP	 even	
in	 the	 elderly	 population.[1‑3]	 The	 frequency	 of	 AP	 in	
pancreatic	cancer	patient	has	been	reported	to	vary	from	
6.8%	 to	 13.8%	 and	 majority	 of	 patients	 present	 with	
mild	 AP.[4‑6]	 The	 ductal	 adenocarcinoma	 causes	 AP	 by	
obstructing	the	main	PD,	producing	ductal	hypertension,	

and	 consequent	 leakage	 of	 enzymes.	 These	 patients	 are	
usually	 misdiagnosed	 and	 the	 underlying	 malignancy	

Figure 10:	 Positron	 emission	 tomography‑computed	 tomography:	
Flouro‑deoxyglucose	avidity	around	the	glue	cast

Figure 6:	Endoscopic	 ultrasound:	Lesion	 shows	vascularity	 on	 color	
Doppler

Figure 5:	 Endoscopic	 ultrasound:	Anechoic	 lesion	with	 thick	walls,	
measuring	2.8	cm	in	the	neck	of	pancreas

Figure 8:	Computed	tomography	angiography:	Pseudoaneurysm	arising	
from	gastroduodenal	artery	(arrows)

Figure 7:	Endoscopic	ultrasound:	Lesion	shows	arterial	flow	on	pulse	
Doppler

Figure 9:	 Contrast‑enhanced	 computed	 tomography:	 obliterated	
pseudoaneurysm	by	glue	cast.	The	obliterated	pseudoaneurysm	appears	to	
block	main	pancreatic	duct	leading	to	upstream	dilatation	(black	arrows),	
and	there	is	peripheral	hypodensity	around	the	glue	cast	(*)
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is	 usually	 hidden	 because	 of	 various	 reasons	 such	 as	
diffuse	 pancreatic	 inflammation	 in	 AP	 could	 mask	 the	
underlying	 mass	 lesion	 or	 a	 small‑sized	 obstructing	
tumor	may	 be	missed	 on	 cross‑sectional	 imaging.[6,7]	 In	
these	cases,	FDG	PET‑CT	or	EUS	may	help	in	detection	
of	small	lesions	as	was	in	the	index	case.[6,8]

Peripancreatic	 PA	 is	 usually	 formed	 due	 to	 injury	 to	
the	peripancreatic	artery	either	because	of	pancreatitis,	
trauma,	 percutaneous	 or	 endoscopic	 interventional	
procedures,	 or	 abdominal	 surgery,	 leading	 on	 to	
leakage	 of	 blood	 into	 the	 surrounding	 tissue	 and	
formation	 of	 a	 blood‑formed	 cavity	 communicating	
with	 the	damaged	artery.[9]	However,	 the	 formation	of	
PA	 following	 image‑guided	FNA	 is	 very	 rare	 and	 has	
been	 described	 in	 occasional	 case	 reports.[10,11]	 These	
reports	 have	 reported	 the	 formation	 of	 PA	 within	
48	 h	 of	 FNA.	 In	 our	 case	 also,	 the	 PA	 formed	within	
48	 h	 of	 FNA.	 It	 further	 masked	 the	 underlying	 mass	
lesion	as	 it	formed	exactly	at	 the	same	location	where	
the	 mass	 was	 suspected,	 making	 the	 diagnosis	 more	
difficult.
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