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ABSTRACT: Groove pancreatitis is a rare type of segmental pancreatitis characterized by
fibrous scars of the anatomic space between the dorsocranial part of the head of the pancreas,
the duodenum, and the common bile duct. We present, 39 Yr old man, chronic alcoholic &
cigarette smoker for the past 15 years, presented with pain over the right lumbar region,
radiating to the back & groin, intermittent vomiting and a weight loss of 5 kg. CT abdomen
revealed mild bulky head and uncinate process of pancreas with surrounding peripancreatic
and mesenteric fat stranding causing misty appearance. Fluid collection in the
pancreaticoduodenal groove, right perinephric, anterior para renal space and right para colic
gutter. Mild to moderate ascites in the pelvis was seen. Mild constriction and narrowing of the
duodenum was noted, findings suggestive of groove pancreatitis.Patient responded well
conservative medical management with analgesics, proton pump inhibitors and a pancreatic
enzyme supplement.
c Copyright 2010 BioMedSciDirect Publications IJBMR -ISSN: 0976:6685. All rights reserved.

1. History

2. Case report

Stolte et al. coined the term ''groove pancreatitis'' and
described it as a special form of segmental pancreatitis
characterized by fibrous scars of the anatomic space between the
dorsocranial part of the head of the pancreas, the duodenum and
the common bile duct [1]. Becker and Mischke classified groove
pancreatitis into a pure form and a segmental form [2]. Groove
pancreatitis is often diagnosed in 40- to 50-year-old alcoholic men
[1, 2]. The patients usually present with postprandial abdominal
pain and, subsequently, impaired motility, stenosis of the
duodenum and postprandial vomiting often leading to significant
weight loss. Tumor markers, carcinoembryonic antigen and
carbohydrate antigen 19-9, are rarely elevated [3]. Blood tests often
show a slight elevation of serum pancreatic enzymes and
occasionally of serum hepatic enzymes [4]. The distinction
between groove pancreatitis and pancreatic head adenocarcinoma
is often difficult on imaging [3, 5, 6, 7]

A 39 Yr old man with past history of chronic alcohol
consumption, 80 grams of alcohol per day for the past 15 years, and
chronic cigarette smoker 8-10 per day, presented with pain over
the right lumbar region, radiating to the back & groin, intermittent
vomiting and a weight loss of 5 kg.
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Positive findings were -tenderness over the right lumbar
region, right renal angle and hypochondrium
Serum Amylase – 70 IU/ml (on admission)
Ultrasound -Right renal calculus measuring 6 mm in the mid
pole Calyx with surrounding Perinephric fluid collection
CT- Mildly bulky head & uncinate process of pancreas, fluid
collection in pancreatico-duodenal groove. Peripancreatic and
mesentric fat stranding giving misty appearance. [Fig 1]
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Fig: 1 mildly bulky Head & Uncinate process – Pancreas, Fluid
collection – Pancreatico duodenal groove and Peripancreatic &
Mesentric fat stranding - misty appearance

Fig: 2 mildly enhancing soft tissue density between head of
pancreas and duodenum Thickening of lateral conal fascia

Fig: 3 Fluid collection in Right Perinephric space, Anterior
Pararenal space , Pelvis with fat stranding.

Fig 4 Hypodense, ill defined lesion between the pancreatic
head and a thickened duodenal wall.Mild constriction and
narrowing of the duodenum

Fig: 5 Hypodense, ill-defined lesion between the pancreatic
head and a thickened duodenal wall.Mild constriction and
narrowing of the duodenum

3. Discussion
Becker and Mischke classified groove pancreatitis into a pure
form and a segmental form [2]. Groove pancreatitis in the pure
form involves the groove only, with preservation of the pancreatic
parenchyma and the main pancreatic ducts. The segmental form of
groove pancreatitis involves both the groove and the head of the
pancreas with stenosis of the pancreatic duct causing upstream
dilatation. The prevalence of groove pancreatitis is difficult to
assess. In three surgical series, this diagnosis was present in 2.7%,
19.5% and 24.4% of duodenopancreatectomy specimens obtained
from patients with chronic pancreatitis [1, 2, 3].
Groove pancreatitis is often diagnosed in 40- to 50-year-old
alcoholic men [1, 2]. The patients usually present with postprandial
abdominal pain and, subsequently, impaired motility, stenosis of
the duodenum and postprandial vomiting often leading to
significant weight loss. Jaundice is unusual, and the duration of the
clinical symptoms ranges from a few weeks to more than one year.
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Blood tests often show a slight elevation of serum pancreatic
enzymes and occasionally of serum hepatic enzymes [4]. Upper
gastrointestinal endoscopy often reveals an inflamed and polypoid
duodenal mucosa with stenosis of the duodenal lumen [5].The
distinction between groove pancreatitis and pancreatic head
adenocarcinoma is often difficult on imaging [3, 5, 6, 7]. Although
the diagnosis is difficult, it is crucial to differentiate between groove
pancreatitis and groove pancreatic adenocarcinoma, because the
appropriate management of the two conditions differs
significantly. ERCP and EUS may be used to differentiate between
the above two conditions. Smooth and regular stenosis of the
common bile duct is seen in groove pancreatitis while irregular
ductal stenosis with obstructive jaundice is seen in pancreatic
adenocarcinoma. Obstructive jaundice is rarely found in groove
pancreatitis [2]. Gabata et al. reported nine cases of histologically
proven carcinoma of the head of the pancreas found in the groove
area whose imaging findings resembled those of groove
pancreatitis [7]. Plate-like masses within the groove region were
seen in all cases. They were hypointense on T1-weighted images
and slight hyperintense on T2-weighted MR images. On MRCP,
stenosis of the intrapancreatic common bile duct was seen in all
patients whereas stenosis of the main pancreatic duct was seen in
only three cases. There was luminal narrowing of the duodenum in
all patients and a duodenal mucosal biopsy demonstrated
adenocarcinoma in seven patients. Abdominal arteriography
showed serrated encasement of the peripancreatic arteries in
seven patients. Suehara et al. reported the detection of telomerase
activity in the pancreatic juice preceding the emergence of clinical
evidence of pancreatic cancer [8].
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Shudo et al. reviewed seventeen cases of groove pancreatitis
reported in the Japanese literature [9]. The 17 patients (14 men and
3 women) had a median age of 51 years (range 37-69 years).
Sixteen of the 17 patients were symptomatic. All patients but one
were alcoholics. Duodenal stenosis was evident in 14 patients.
Biliary stenosis, characterized by te smooth tapering of the
common bile duct, was observed in six patients. Pre-operatively,
almost all patients were diagnosed as having pancreatic head
carcinoma.
The pathogenesis of groove pancreatitis is still unclear but
seems to be caused by a disturbance of the pancreatic outflow in the
Santorini duct through the minor papilla [1, 2, 3]. One of the main
factors is probably chronic alcohol consumption which increases
the viscosity of the pancreatic juice and leads to Brunner gland
hyperplasia, causing occlusion or dysfunction of the minor papilla.
4. CONCLUSIONS
Groove pancreatitis should be kept in mind when making the
differential diagnosis between pancreatic masses and duodenal
stenosis. In all cases of focal pancreatitis involving the head or
uncinate process of the pancreas with involvement of the adjacent
duodenum, the possibility of groove pancreatitis should be
considered.
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