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ABSTRACT

INTRODUCTION: Groove pancreatitis(GP) is a rare special form of chronic pancreatitis localised to pancreaticoduodenal groove, presents
commonly with signs and symptoms of duodenal obstruction, mimicks pancreatic cancer radiologically and the surgeon proceeds with inadvertent
whipples procedure.

PRESENTATION OF CASE: A 28yr old gentleman, alcoholic presented with duodenal obstruction for 3days. CECT abdomen was suggestive of
exophytic lesion from second part of duodenum ?duodenal diverticulum. UGIE showed large growth with overlying abnormal mucosa causing
luminal compromise in second part of duodenum. Biopsy was taken which showed normal villous pattern. Patient was managed conservatively and
improved gradually. On further evaluation, EUS showed 5x5.5cm cystic space occupying lesion in close relation to second part of duodenum and
head of pancreas ?origin. EUS guided FNAC showed features suggestive of adenocarcinoma. With this pathological diagnosis, patient was taken
up for Whipple's procedure, intraoperatively, 3cm mass lesion was noted in the pancreaticoduodenal groove. HPE of the specimen showed a
haemorraghic nodule (3x1.8x1.2cm) in the duodenal wall and changes of chronic pancreatitis in the pancreticoduodenal groove suggestive of GP.
Postoperative period and follow up of 6 months was uneventful.

DISCUSSION: In GP, EUS guided FNAC may reveal large gaint cells, spindle cells or hyperplasia of brunner glands depending on the area of
sampling and these features mimic neoplasia as observed in our case. MRI criteria given by Kalb et al show diagnostic accuracy of 87.2% for GP
and negative predictive value of 92.9% to rule out pancreatic cancer. Arvanitakis et al showed stepwise management approach is effective in GP
and with combination of medical and endoscopic treatment, complete clinical response rate was observed in 80%.

CONCLUSION: It is important to diagnose and differentiate GP from pancreatic cancer preoperatively and avoid morbidity from unnecessary
pancreaticoduodenectomy in patients of GP.
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INTRODUCTION:

Groove pancreatitis is a special rare form of chronic pancreatitis which
is localised to pancreaticoduodenal groove, the region bounded by
head of pancreas, duodenum and common bile duct. The term was first
described by stolte etalin 1982'. It presents most commonly with signs
and symptoms of duodenal obstruction, mimicks pancreatic cancer
radiologically and the surgeon proceeds with inadvertent whipples
procedure. Here we report a similar case of groove pancreatitis in line
with SCARE criteria’.

PRESENTATION OFA CASE:

A 28yr old male patient, chronic alcoholic, with no past history of biliary
or gastric surgery presented with postprandial pain and distension of
upper abdomen with bilious vomiting for 3 days. Physical examination
was unremarkable except for the presence of succussion splash. X ray
abdomen, supine and erect view were inconclusive. USG abdomen
showed heterogenous lesion measuring 5x7cm in hepatoduodenal pouch
in relation to the second part of Duodenum. CECT abdomen showed a
relatively well defined heterogeneously enhancing exophytic hypodense
lesion measuring 7.2x5.4x4.5cm seen arising from second and third part
of duodenum with cystic areas within abutting head of pancreas medially
?Duodenal diverticulum(Fig 1).

Serum amylase, lipase levels and tumour marker(Ca 19-9) were
normal. UGIE showed large growth with overlying abnormal mucosa
causing luminal compromise in second part of duodenum. Scope was
not negotiable beyond. ?Malignant infiltration of second part of
duodenum. Biopsy was taken and showed normal villous pattern.
Patient was managed conservatively with nil by mouth, nasogastric
aspiration and analgesics. Patient improved gradually and was started
orally, accepted semisolid diet. On further evaluation, EUS showed
5x5.5cm cystic space occupying lesion in close relation to second part
of duodenum and head of pancreas ?origin. EUS guided FNAC
showed features suggestive of adenocarcinoma. With this pathological
diagnosis, patient was taken up for Whipple's procedure,
intraoperatively a mass lesion of around 3cm was noted in the
pancreaticoduodenal groove. Histopathological examination of the
specimen showed a haemorraghic nodule (3x1.8x1.2cm) in the
duodenal wall and changes of chronic pancreatitis in the
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DISCUSSION:

Groove pancreatitis has been addressed with multiple names like
cystic dystrophy of heterotopic pancreas, myoadenomatosis,
paraduodenal wall cyst, paraduodenal pancreatitis. The exact
incidence is not known, it varies from 2.7 to 24.5% cases of whipples
procedure done for chronic pancreatitis'. It can be of two types, Pure
and Segmental form as described by Becker et al’ in 1991. Pure form
involves the pancreaticoduodenal groove only where as Segmental
form involves head of pancreas with stenosis of pancreatic duct in
addition to the groove.

Etiopathogenesis still remains unclear. One of the most common
mechanisms described in the literature is altered pancreatic secretion
in duct of Santorini*‘. When the duct of Santorini's outflow is blocked
by impacted protein plugs due to unknown reasons, flow is directed
towards the pancreatic body where duct of Santorini joins the main
pancreatic duct at an acute angle. This interferes in flow of protein rich
and more viscous pancreatic juice (consequence of chronic
consumption of alcohol) with resultant accumulation of secretion in
the cranial part of the pancreatic head and leakage into
pancreaticoduodenal groove results in groove pancreatitis’. Other
probable causes may be Brunner's gland hyperplasia, ectopic rest of
pancreas, duodenal bud, fibrous scarring secondary to biliary disease,
gastrectomy, gastroduodenal ulcer”’. Our patient had a significant
history of chronic alcoholic intake.

Patients of groove pancreatitis present classically with postprandial
pain, early satiety, vomiting and weight loss because of duodenal
obstruction and usually will be middle aged men with chronic history
of alcohol intake as observed in our case’. The presentation may be
acute or chronic. Jaundice may be present if there is stenosis of distal
CBD but occurs rarely.

On evaluation, groove pancreatitis tends to mimic pancreatic cancer
radiologically and its important to be aware of significant differences
between the two. On CT, the pure form will have findings of
heterogenously enhancing hypodense plate like lesion in the
pancreaticoduodenal groove and thickened duodenal wall with
multiple cysts’. Similar findings was observed in our case. The
segmental form will have findings of hypodense focal lesion in head of
pancreas close to duodenum and there may be constriction of distal
CBD. It is very important to note that even in extensive disease there
will be features of infiltration of peripancreatic vessels’. EUS may help
in diagnosis but insertion of scope may not be possible always due to
duodenal stenosis and EUS guided fine needle aspiration may reveal
large gaint cells, spindle cells or hyperplasia of brunner glands
depending on the area of sampling and these features mimic neoplasia
as observed in our case. Also an area of fibrosis cannot rule out
neoplasia because it may occur due to desmoplastic reaction associated
with neoplasia’.

Recently, a MRI criteria with three strict findings was given by Kalb et
al" with a diagnostic accuracy of 87.2% for groove pancreatitis and
negative predictive value of 92.9% to rule out pancreatic cancer. It
included cystic lesions in the region of accessory pancreatic duct, focal
thickening in the second part of duodenum and an abnormally
increased enhancement in second part of duodenum.

Management of Groove pancreatitis includes conservative
management with abstinence from alcohol, analgesics and bowel rest,
endoscopically with stenting of minor papilla in the short term. Some
may eventually need surgical management with
pancreaticoduodenectomy procedure. Arvanitakis et al'' showed that
stepwise management approach is effective and with a combination of
medical and endoscopic treatment, complete clinical response rate was
observed to be 80%.

In our case, the patient had improved with conservative management
for the initial presentation and was asymptomatic at the time of further
evaluation and preoperative period. But as there was a diagnostic
dilemma and EUS guided FNAC was suggestive of adenocarcinoma
we proceeded with pancreaticoduodenectomy.

CONCLUSION:

It is important to diagnose and differentiate groove pancreatitis from
pancreatic cancer whenever possible preoperatively and avoid
overtreating the patient and morbidity from unnecessary
pancreaticoduodenectomy in patients of Groove pancreatitis.
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