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Abstract

A 79-year-old patient presented with the following symptoms:
abdominal pain radiating to the back, subfebrile temperatures,
loss of appetite, and night sweats. Imaging diagnostics suggested
a pancreatic carcinoma, but histological confirmation through
EUS-FNA was not possible. The patient declined the possibility
of resection. After four weeks, the suspicion of a solid space-
occupying lesion could not be confirmed. This case highlights
the diagnostic challenges in evaluating ambiguous pancreatic
masses, particularly when a malignant process is suspected
but cannot be conclusively confirmed through imaging or
histopathology.

Abbreviations

AlP: Autoimmunpancreatitis

CA 19-9: Carbohydrate Antigen 19-9

CEA: Carcino Embryonic Antigen

CRP: C-Reactive-protein

CT: Computer Tomographie

EUS-FNA: Endoscopic Ultrasound-Guided Fine-Needle Aspiration
MRCP: Magnetic Resonance Cholangiopancreatography

PSC (Classification): Papanicolaou Society of Cytopathology

Background

If there is suspicion of a solid space-occupying lesion in the
pancreas, early detection of possible neoplastic lesions should
be undertaken. An expanded diagnostic algorithm, including both
invasive and non-invasive measures, is available for this purpose.
Precise imaging techniques, particularly in cases of unclear
pancreatic space-occupying lesions, are crucial for enabling an
accurate diagnosis, and these techniques significantly contribute
to avoiding overtreatment [18]. The differentiated use of imaging
techniques such as CT and MRI is also critical for distinguishing
pancreatic carcinomas from other pancreatic pathologies, which
is particularly important in this case [20]. If the examination
results lead to a diagnosis of pancreatic carcinoma, it is often
already at an advanced stage, leading to a poor prognosis [1].
However, rare cases of spontaneous regression can provide
important insights into natural disease dynamics and potential
immunological mechanisms. These insights may be considered
in future therapeutic strategies and offer a deeper understanding
of the complexity of cancer diseases [23].

Case Presentation

A 79-year-old female patient presented to the emergency
department with diffuse abdominal pain radiating to the back,
associated with sub febrile temperatures over the previous week.
Additionally, she reported loss of appetite and night sweats. On
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physical examination, the patient was cardiopulmonary stable
and presented with a sub febrile temperature of 37.2°C/98.96 F.
Tenderness was noted in the lower and upper abdomen without
signs of peritonitis, and normal bowel sounds were present.
Laboratory tests revealed leukocytosis of 11.6 G/l (normal
range 3.60 G/I-10.50 G/I) and an elevated CRP level of 89 mg/I
(normal < 5.0 mg/l). Lipase levels were within the normal range.
An abdominal CT scan was performed, showing a poorly defined
hypodense lesion of 2.6 cm x 3.4 cm in the body of the pancreas,
which is highly suspicious for pancreatic carcinoma (Figure 1).

Further diagnostic steps: A histopathological analysis was
planned to further investigate the suspected diagnosis, and a
sample was obtained through an EUS-FNA. Cytology revealed a
PSC Il classification, so no definitive diagnosis could be made.

A repeated puncture four days later also showed no evidence of
carcinoma. Additional diagnostic testing with the tumor markers
CA 19-9 and CA 125 yielded no pathological findings. As part of
the tumor staging, thoracic distant metastases were excluded
by CT of the chest. The MRCP still showed a strong suspicion
of a soft tissue neoplasm. Incidentally, stool culture revealed a
confirmed Clostridium difficile infection, which was treated with
antibiotics. The further course was discussed in the internal tumor
board, where surgical resection was recommended. However, the
patient clearly declined the surgery. Given the acute infection, it
was agreed that clinical and CT follow-up of the mass would be
conducted after the Clostridium colitis had resolved, which was
possible after four weeks. Surprisingly, the previously defined
pancreatic body mass could no longer be visualized (Figure 2).

Figure 1: CT of the abdomen (axial) - Poorly defined hypodense lesion in the pancreatic body (2.6 cm x 3.4 cm), possible tumorous mass or focal inflammation.

Figure 2: Follow-up CT of the abdomen after 4 weeks - Compared to previous examinations, the mass in the pancreatic body can no longer be visualized.
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Given the results from imaging and histopathological analysis, the
question arises as to whether the initially diagnosed pancreatic
lesion was a focal inflammation or a pancreatic carcinoma [22].
There is a diagnostic challenge in distinguishing mass-forming
pancreatic lesions. Secondary imaging features, such as the
infiltration of the pancreatic duct by the lesion, the “capsule-like
rim sign,” and the pancreatic duct-to-parenchymal ratio, are crucial
in differentiating between an inflammatory mass and carcinoma
[24]. These considerations are particularly relevant when, as in our
case, the histopathology does not provide a definitive diagnosis.

Discussion

Based on the patient’s history and the imaging findings, pancreatic
carcinoma was the primary concern. A stepwise diagnostic
approach is used for the etiological investigation of a pancreatic
mass [2-4]. Screening of asymptomatic individuals is not
recommended according to current evidence-based guidelines
[5]. When a malignant pancreatic mass is suspected in the initial
diagnostic workup (clinical evaluation, laboratory tests, abdominal
ultrasound), as in our case, a contrast-enhanced abdominal CT is
indicated. This allows for the detection of the extent of the lesion
and potential abdominal metastases, as well as the assessment
of resectability [7]. To improve diagnostic accuracy alongside
the lipase and amylase levels, as well as tumor markers such as
CA 19-9, CA 125, and CEA (a marker initially used for colorectal
carcinomas) should also be measured [58,17]. A hypodense
lesion in the pancreatic body was observed in the abdominal CT
scan of our patient. Both a tumor mass and focal inflammation
were considered. There were no laboratory signs suggestive of
acute pancreatitis, and morphologically, the pancreas appeared
rather atrophic in the CT image [6]. The patient had no history
of acute pancreatitis. The importance of recognizing typical and
atypical imaging features for the differential diagnostic evaluation
of pancreatic masses is emphasized, as this can be crucial for
accurately distinguishing between neoplastic and non-neoplastic
lesions [21]. The necessity for a differentiated approach in the
imaging of pancreatitis, including both acute and chronic forms,
is also highlighted, particularly when distinguishing pancreatic
carcinomas from non-inflammatory conditions [20]. These
findings are particularly valuable when assessing imaging results
in unclear cases, such as the one presented, to enable precise
differentiation between different types of pancreatic lesions. The
suspected diagnosis of pancreatic carcinoma in our case was
investigated through endosonography (EUS). Research-based on
a rare case illustrates how complex pathological processes can
lead to misinterpretations in diagnostics, underscoring the need
for comprehensive analysis in similar cases [10]. It is noted that in
rare cases, spontaneous regression of a pancreatic lesion could
be associated with an underlying malignant condition, which could
open new perspectives in the differential diagnostic evaluation
of pancreatic lesions, especially in patients with elevated IgG4
levels and atypical EUS findings that may indicate autoimmune
pancreatitis (AIP) [28]. Furthermore, EUS, especially through novel

techniques like contrast-enhanced EUS and EUS-guided needle-
based confocal laser endomicroscopy, has established itself as
an essential tool in diagnosing pancreatic cystic lesions. These
methods improve the differentiation between malignant and
benign lesions and reduce the need for invasive procedures by
providing more precise diagnoses [19]. Distinguishing the four
types of pancreatic and peripancreatic collections based on the
presence or absence of necrosis and the time elapsed since the
onset of acute pancreatitis is crucial for accurate diagnosis [18].

Endosonography can also be used for biopsy sampling via
fine-needle aspiration for differential diagnosis. In the repeated
cytopathological examinations of our patient, explanations such
as pancreatic lipoma, cystic lesion or neoplasia, intraductal
papillary-mucinous neoplasia, and distant metastases were ruled
out [12,13]. Possible differential diagnoses should be excluded or
not confirmed. To increase the sensitivity and specificity of the
diagnostics and for pretherapeutic staging purposes, an abdominal
MRI, MRCP [9], a chest CT for preoperative staging, a PET-CT
and an optional staging laparoscopy [5] are recommended. The
staging laparoscopy can alter the results of imaging procedures
regardless of their quality [17]. A surgical RO resection can offer
a good long-term survival rate [14], and the patient’s age alone
should not be an exclusion criterion for surgical interventions
[15]. The observation of the spontaneous disappearance of a
pancreatic lesion in our case leads to important considerations
regarding potential causes. While the literature documents
spontaneous regressions in various malignant conditions, in our
case, the definitive diagnosis of malignancy remains absent.
Imaging and clinical progression rather suggest a non-malignant
etiology [16]. The potential role of autoimmune pancreatitis (AIP),
especially Type 1 AIP characterized by a response to steroid
therapy, is emphasized, although specific 1gG4 serum levels
were not determined [29]. The mention of histological findings of
pronounced granulocytic acute inflammation and degenerated
acinar cells could suggest AIP even without direct evidence
of 1gG4 or steroid therapy use [25]. Furthermore, the study
underscores the role of endoscopic ultrasound (EUS) in unclear
bile duct dilatations, particularly after inconclusive MRCP results,
highlighting the diagnostic precision of this procedure [25], which
emphasizes the need for careful selection of diagnostic tools.
Acute and chronic pancreatitis are significant risk factors for
pancreatic carcinoma, and differentiation can be challenging due
to similar symptoms. Imaging techniques such as EUS and CT
supplemented by targeted biopsies are crucial for differentiating
between these two conditions [26]. Research on the challenge
of distinguishing AIP from pancreatic carcinomas reveals that
AIP is often mistaken for pancreatic carcinoma, which can lead
to unnecessary pancreatectomies. The study emphasizes the
role of EUS-FNA in differential diagnosis and the effectiveness of
corticosteroids in treatment [27]. This highlights the importance
of accurate diagnostic evaluation in unclear pancreatic lesions to
avoid misdiagnoses and unnecessary surgical interventions.
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Conclusion

This case of an unclear pancreatic mass highlights the diagnostic
challenges and importance of thorough evaluation when there is
suspicion of pancreatic carcinoma. A small number of pancreatic
carcinomas are discovered at an early stage, which underscores
the need for effective early detection. The observation of a
temporary pancreatic lesion in our case, which was resolved
without surgical intervention, emphasizes the importance of
precise initial diagnostics. Monitoring and diagnosing AIP are
important measures, though they were not relevant in this
particular case. Advanced imaging techniques are crucial for
distinguishing between malignant and non-malignant lesions
and contribute to optimizing patient care. The rare observation
of spontaneous regression of a pancreatic lesion highlights
the complexity of tumor dynamics and the importance of a
comprehensive, individualized diagnostic therapeutic
approach. These findings emphasize the need to consider all

and

possible diagnoses in the diagnostic assessment of pancreatic
masses and the necessity of continuous clinical evaluation to
avoid overtreatment and ensure the best possible care.

Learning Points

Differential diagnosis in pancreatic lesions: This case

highlights the importance of accurate differential diagnosis

in unclear pancreatic lesions, particularly when malignancy is
suspected.

Importance of comprehensive diagnostics: The case
emphasizes the need for an extensive diagnostic evaluation,
including imaging and histopathology.

Adherence to The
underscores the importance of following evidence-based
guidelines in the diagnostic process, especially with typical

evidence-based guidelines: case

findings.

Autoimmune processes in pancreatic pathology: The case
sheds light on the role of autoimmune processes, particularly
autoimmune pancreatitis, in pancreatic pathology.
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