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) 5-e ZhelutE 87, S zaﬁmM A 24 5 grhoe
AR x7 &4, FEuo g g ek 2o u)F, B 7 QlEA RAMS
Hxd Fof, 713 ¢E (pseudocyst), Ao A5(AET  &3hodch
B 7)Aol A A2 Aol g 2 ge) w7} 05 o)A
Ql A$= Ao =& #Asigith. ERCPE 484 (244 g2
oF 344, =4 #AFd 144) ol A A3k o ZHel = e}
AARe] mok, Fate] o), 7k r e} A o] BF B AN 474 (Table 1)
ol A XA F He] ZHAY(F Ho] BF F AR EEE AL A5 484 — 784 (62.60+10.80),
obfl A% o] Alele] AeE 2ASAL G B Fobal TR A% 104 —704 (51.38 £ 14.77) & T4 %
AL Vater A Fol A G2 ¥4 F7409) AlE Q) A BAGHCR o9 glA Ae] whgkond(t-
243le] o] ZolA F B Alole] AN E FH)S BAT  test, p=0.037) SFALL AALe] A 89 (18%),
Table 1. Clinical History of the Patients
Pancreatic Adenocarcinoma(45) Focal Pancreatitis(21)
Age(mean + SoDo) 48 —78(62.60 + 10.80) 10—70(51.38 +14.77) 5
Sex(m:f) 27:18 16:5
Alcohol 8(18%) 10(48 %) *
DM 6(13.3%) 3(14.2%)
Biliary tract dis 1(2%) 2(10%)
RUQ pain Hx 2(4%) 4(19%)
*:t-test, p=0.037 /*-test, p=0.040
Table 2. CT Findings of the Patients
Pancreatic Adenocarcinomal(45) Focal Pancreatitis(21)
CT density hypo 16(36 %) 11(52%)
iso 25(56 %) 10(48%)
hyper 4( 8%) 0( 0%)
Size 5X 4cm 5X3cm
Location Head 38(84 %) 20(96 %)
Body 7(16%) 1( 4%)
Tail 0( 0%) 0( 0%)
Calcification
within mass 8(18%) 7(33%)
within pancreas 2( 4%) 4(19%)
Pancreatic duct dilatation
within mass 5(11 %) 4(19%)
within pancreas 43(76 %) 14(67 %)
Necrosis 10(22%) 4(19%)
IHD dilatation 28(62 %) 9(45%)
CBD dilatation 32(71%) 10(48%)
Obliteration of fat plane
around the vessels (67 %) 8(38%)
Peripancreatic extension
Posterior 8(18%) 3(14%)
Anterior 10(22%) 8(38%)
Renal facial thickening 1( 2%) 3(14%)
Lymphadenopathy 2( 4%) 2(10%)
Pseudocyst 5(11 %) 3(14%)
Pancreas atrophy 6(13%) 2(10%)
/*-test, p<0.052| HAR= 8is
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Fig. 1. A 34-year-old male with focal pancreatitis. CT scan
shows marked enlarged pancreatic head with multiple dense
calcifications. Multiple low attenuated areas(arrows) are noted

within the enlarged head.

Fig. 3. A 48-year-old male with focal pancreatitis. Head of
pancreas is enlarged with dilated pancreatic duct. Anterior
peripancreatic fat plane is infiltrated. Hyperechoic nodular
lesion(arrow) in distal CBD suggests distal CBD stone.

Zaal299e) S 1000 (48%) 2 kol A 21 <) 917 @k
Th(J2-test, p=0.040). 0] 2] BR¥F=e] A2, Zetr A5
o) %, P S APAgelt Fazl el BA
Mo 2 3jo] & WolA| ekgirh.

CT 274 (Table 2)
Z3)2] 77]= AAAGA HF 5 X dem?, H| A
X 3em22 Apo|E Koz dgten] F3 = i 3
Foll f1Askd T CTA 7 A% 25 CTH =+ o &
A FHE, 32 Zﬂmii HAE Qo FI o
3t Al ske] 84 (18% A o] 74(33%)
= A< A Al “ili}% F A gholl A 24
, AAdoN A 44 (19%) 2 ARG o B
ol eyt BAFEAHZ o= gl (p2>0.05)

Fig. 2. A 55-year-old male with pancreatic adenocarcinoma.
Il defined, low density mass with tiny calcification(arrow) is
noted in the pancreatic head.

Fig. 4. A 62-year-old male with pancreatic adenocarcinoma.
Head of pancreas is enlarged with central tubular low atte-
nuated area(arrow).

(Fig. 1, 2). 28l E=W) A 3]ste] 5 BghSof 244
sk 88%(7/8)llA 57 olstel ot FAiAIelAE
2(2/5)ll A 57 ol Aelsitt FHU F& FHE Al
gk A A B3 e Al A 54 (11%), 43
o] (76%) 014 2L, A el A 499 (19%), 149 (67% )] %}
™ (Fig. 3, 4) 2 E = Ao} 7t = &4 474 & a‘rﬂ
Aol A 28441(62%), 320(71%), #NAAlA 94 (45
%), 104 (48% )it} FBato 2 o] wlFulare Zulo]
el A T B2 Aee] AN (18% :14%), A%
229 FFe AAAAA o] o] TREA (22%
3H%) BAFHLR o= ¢kt EF FH A
A2A 2L HAAAGA 304 (67%), A4 104
(48%) 2 vtebt o o] F H@F2]o AFxA 8°ﬂ°1 L
ql o= Z+2E 104, 346l 4] BEE gl o] 22 vl &
AN Bwoper H=zd Fo, AL, 7HGE ¥4,
AZNSTS F A3l A v A EZ s aiD‘r(Ta—
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ble 2). *Jl Aoz Agd 459 F 24 A5 &4 4 t}H(Fig. 5, 6).
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34 CTA4 7 Alo] 9 A% 9] 27] 37h2 AL w4 ARe) CTRAE o2 A1) 24, 22915,
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0% A=2 Hysla glow, o]

ERCP 274 (Table 3) o] o] FErha A vk

F Azl A ZhedE e} AT Bofo|t gzt 4 LHoﬂ A §Ad-E ASA

= %7-112% 2.2 ool Aol FE HolA| oprt. 1 22

v el m e} A Agte] BE ¥]l 40| A F o] 2F %%‘%94 7
TR S AL A= Tmm(3-12), T3] o 2233

Aol A 13mm(8—20) 2 FAbol| A BAA o2 2]l 4 %

¢

Table 3. ERCP Findings of the Patients

Pancreatic adenocarcinoma (34) Focal Pancreatitis (14)
CBD
normal 4(12%) 1( 7%)
abrupt narrowing 24(71 %) 7(50%)
smooth narrowing 4(12%) 5(36%)
nonvisualization 2( 5%) 1( 7%)
length of stenosis 38mm 45mm
Pancreatic duct
normal 6(18 %) 4(29%)
abrupt narrowing 13(37 %) 2(14%)
smooth narrowing 5(15%) 2(14%)
beaded appearance 6(18%) 5(36 %)
intraducta! calcification 0( 0%) 1( 7%)
nonvisualization 4(12%) 1( 7%)
Contiguity of ducts 7mm 13mm*

*: t-test, p=0.037

Fig. 6. A 60-year-old male with pancreatic adenocarcinoma.
CBD and pancreatic duce are smoothly tapered. Distance of
two ducts at the level of stenotic segment(arrow) is 8mm.

Fig. 5. A 38-year-old male with focal pancreatitis. CBD is
smoothly tapering with long segment. Pancreatic duct is ir-
regular beaded apperence with side branch dilatation. The
distance of CBD from pancreatic duct at the level of the center
of the lesion(arrow) is 15mm.
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Fig. 7. A 72-year-old male with pancreatic adenocarcinoma.
a. lll-defined mass is noted in the pancreatic body and branching type of calcifications (arrow) are noted in the mass.

b. At 2cm above (A), tubular calcifications along the splenic arterial course(arrows) are seen, suggesting the presence of splenic
artery calcification.
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Focal Pancreatic Enlargement: Differentiation between Pancreatic
Adenocarcinoma and Focal Pancreatitis on CT and ERCP’

Eun Kyung Kim, M.D., Ki Whang Kim, M.D., Jong Tae Lee, M.D., Hee Soo Kim, M.D.,
Hyung Sik Yoo, M.D., Jeong Sik Yu, M.D., Sang Wook Yoon, M.D.

" Departement of Diagnostic Radiology, Yonsei University, College of Medicine

Purpose: To differentiate the pancreatic adenocarcinoma from focal pancreatitis on CT and ERCP in cases of
focal pancreatic enlargement.

Materials and Methods: We analysed CT findings of 66 patients of pancreatic adenocarcinoma(n=45) or
focal pancreatitis(n=21) with respect to size, density, calcification, pancreatic or biliary duct dilatation, fat plane
obliteration around the vessels, direction of retroperitoneal extension, lymphadenopathy, pseudocyst formation
and atrophy of pancreas. ERCP available in 48 patients were analysed in respect to morphologic appearance of
CBD and pancreatic duct, and distance between the two ducts.

Results: The patients in focal pancreatitis were younger with more common history of alcohol drinking.
There was no statistical difference in calcifications of the mass (18% in the adenocarcinoma, 33% in the focal
pancreatitis), but a tendency of denser, larger number of calcifications was noted in focal pancreatitis. The
finding of fat plane obliteration around the vessels were more common in pancreatic adenocarcinoma, and
fascial thickenings were more prominent in focal pancreatitis, although not statistically significant. On ERCP,
there were no differential points of CBD, pancreatic duct morphology, but distance between the two ducts at the
lesion center was more wider in focal pancreatitis.

Conclusion: Differentiating focal pancreatitis from pancreatic adenocarcinoma is difficult However, we
should consider the possibility of focal pancreatitis in cases of patients with young age, having alcoholic his-
tory in association with CT findings of large numbers of and dense calcifications, and ERCP findings of promi-

nent separation of two duct at the lesion center.

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

Address reprint requests to : Eun Kyung Kim, M.D., Departement of Radiology, Yongdong Severance Hospital
# 146-92, Dokok-dong, Kangnam-ku, Seoul 135-270 Korea. Tel. 82-2-3450-3515 Fax. 82-2-562-5472
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