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Fig. 1. A sprial CT image from a man aged 54 years with focal
pancreatitis, obtained at 45 sec after injection of contrast
(2ml/sec, 100cc).

a. Spiral CT shows focally enlarged uncinate process arrows of
diffuse lower attenuation density compared with those of body
and tail portion of pancreas(not shown).

b. Dilated side branches demonstrated on ERCP may coincide
with spotted low densities within the lesion on CT.

] c. Cut section of pancreas head reveals no definite mass, but

multiple foci of fibrosis(arrows).
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A& A-AE AR sk=d A WA FAld Rk F3
A ]l zol7t & 4 Utk A ERCP #AHAH of| i
L% yEjE| oo} gty XY ZHglr}. Karasawa 5 (18)2
Az 9 Fo] A Akl A4 o|AH 2T A 5
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2 FFqn] (width of duct) o FAAA ] (width of
total parenchyma)<2] B]-&9o] At A o] =t Yzt
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0.33+0.124 BAALZ {23 zlo]E Bt £ AF
o] A= 01704 0.75(3 7 0.33+0.19) 24 & 1]t
0.50] Aol sl 22 HF X = Karasawa S5(18)2] Axte} FA}
3le] o] ZHEA R+ B FHE 531 B S HEH 71
7} dohar AztE gl ew o] ZHHEA %I} AL fAESE

=% 3} (aging) vt 44, AAe] AHagzA ZF

Fig. 2. Abnormality of pancreatic ductal side branches in a 47
year-old male with focal enlargement of pancreas head and
uncinate process.

a. CT scan shows spotty and tubular low densities arrows wit-
hin focally enlarged uncinate process.

b. ERCP shows dilated side ductal branches(arrow), which is
consistent with the CT.

c. UGI shows severe luminal narrowing with mucosal thicken-
ing in the second portion of duodenum.
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Table 1. CT and ERCP Findings of Chronic Focal Pancreatitis.

Biliary Dilatation(mm)

Age/sex SLD SBD(ERCP) IHD CBD PD DP(r) BDD(ERCP) \Y
47/M + + — 10 — ud ud -
61/F + + 7.5 10 5 0.31 3 —
57/M = ud 3 7 4 0.29 ud =
67/M + - 4 18 4 0.22 5 —
65/M + + 5 18 9 0.75 ud —
54/M + + = 8 4 0.35 ud =
56/M - — 8 14 3 0.20 5 =
64/M — + 5 10 3 0.17 3 =

Total(%) 5(62.5) 5(62.5) 6(75) 7(87.5) 7(87.5) 0.33+£0.19  4+1.15(mm) 0

measurement(mm) IHD :5.42+1.96, CBD :11.88+4.29, PD :4.57 +2.07
* SLD : spotted low densities, SBD : side branches dilatation, IHD : intrahepatic duct, CBD : common bile duct, PD : pancreatic duct
DP(r) : ratio of pancreatic duct caliber to parenchymal width, BD(d) : biduct al distancT VI : vascular invasion, ud : undetermined

Fig. 3. Double duct sign in a 65 year-old male with chronic focal pancreatitis.

a. CT scan shows dilated CBD and pancreatic duct.

b. ERCP shows severe beaded dilatationf of main pancreatic duct with dilated, and
distorted side branches(white arrows) at uncinate process area. Deflected terminal
portion of pancreatic duct(black arrows) is seen.

c. UGI shows a smoothly outlined double contour probably from the mass effect
produced by dilated CBD. \
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Fig. 4. ERCP findings of a 67 year-old male with chronic focal
pancreatitis. Biductal contiguity is estimated by the distance
(small arrows) between abnormal CBD and immediately ad-
jacent pancreatic duct at the projected center of the lesion(5.
Omm).

Long segment of narrowing and deflected ducts at terminal
portion(large arrow) are also demonstrated.

Fig. 5. Sonographic findings from a male patient aged 57
years with focal enlargement of pancreas head open arrows.
Dilated CBD proximal to an ill defined mass of low echogenic-
ity in the pancreas head is seen arrows.
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CT and ERCP Findings of Chronic Focal Pancreatitis'

Hee Soo Kim, M.D., Jong Tae Lee, M.D., Hyung Sik Yoo, M.D., Eun Kyeong Kim, M.D.

7Department of Diagnostic Radiology,Medical College of Yonsei University

Purpose : To evaluate the major radiologic features of chronic focal pancreatitis in various imaging studies,
with special emphasis on CT and ERCP findings.

Materials and Methods : From 1991 to 1995, twelve patients were pathologically proved to be suffering
from focal chronic pancreatitis after pancreatico-duodenectomy ;for retrospective evaluation, imaging studies
were available for eight(seven men, one woman;mean age 58.9+6.6, range 47 to 67). Clinical, surgical, and
radiological findings, including CT(n=8), ultrasound(n=7), ERCP(n=8) and UGI(n=3) were analysed.

Results : Seven male patients had suffered from chronic alcoholism for between 20 and 50 years. Serum
bilirubin levels were normal in eight patients and alkaline phosphatase levels were normal in seven patients.
Serum CA 19-9 levels were normal in all five patients who had undergone preoperative evaluation. Seven
patients(87.5 %) showed focal enlargement without definable margin on CT, and five of the six lesions detectable
on ultrasound(83.3 %) were ill defined hypoechoic nodules. Dilated side branches within lesions were seen in
five of eight patients(83.3 %) on CT and ERCP. Double duct signs were observed in siven(87.5%) patients, and
dilated intrahepatic ducts in six(75 %), with diameters ranging from 5 to 8mm(average : 5.42+1.96mm). The aver-
age ratio of pancreatic duct caliber to gland width was 0.33+0.19. None of the patients had calcification within
the lesion and one case showed intraductal calcification. None showed perivascular fat obliteration around the
superior mesenteric artery or celiac axis. The average biductal distance between abnormal common bile duct
and the immediately adjacent pancreatic duct was 4.0+1.15mm. One of three cases who under went a UGI
examination showed severe luminal narrowing and mucosal thickening in the second portion of the duodenum,
another showed double contour, and the other merely showed widening of the C-loop of the duodenum.

Conclusion : Chronic focal pancreatitis mostly demonstrated ill defined focal enlargement and double ductal
dilatation. Dilated side branches within the lesion, no vascular encasement, a mild degree of intrahepatic ductal
dilatation, a ratio of pancreatic duct to parenchymal width of less than 0.5, and clinical findings including chronic
alcoholism and normal CA 19-9 serum level may be reliable indicators for differentiating chronic focal pancrea-

titis from pancreatic cancer.

Index Words : Pancreas, CT
Pancreatitis
Endoscopic retrograde cholangiopancreatography(ERCP)
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