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Pancreatoduodenectomy for groove pancreatitis:
A case report and literature review
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Abstract. Groove pancreatitis represents a rare pathological
condition which is usually associated with chronic alcohol
intake. However, the differential diagnosis between groove
pancreatitis and groove pancreatic carcinoma is difficult to
establish pre‑operatively. In this respect, a significant number
of cases are treated as malignant conditions, with the final
diagnosis of benign disease being established post‑opera‑
tively. The present study describes the case of a 46‑year‑old
male who was diagnosed with groove pancreatitis. Due to
the uncertainty of the pre‑operative diagnosis, the patient
was subjected to radical surgery consisting of pancreatoduo‑
denectomy. The final histopathological diagnosis confirmed
the presence of groove pancreatitis. Moreover, it excluded the
possibility of an association with any element of malignancy
and provided the effective management of the disease, all
the symptoms being significantly alleviated at the 3‑month
follow‑up. In addition, the present study also provides a
brief summary and discussion of the disease and associated
treatment options. On the whole, as demonstrated herein,
pancreatoduodenectomy appears to be a safe and effective
method for the treatment of groove pancreatitis, being asso‑
ciated with a significant improvement in the quality of life
of the patient; moreover, it represents the sole method which
can exclude the diagnosis of malignancy.
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Introduction
Also known as paraduodenal pancreatitis, paraduodenal wall
cyst, myoadenomatosis or cystic dystrophy, groove pancreatitis
represents a distinct form of inflammation of the pancreatic
groove and was first described by Becker in 1973 (1,2). The
groove area refers to the narrow space located between the
pancreatic head medially, the duodenum II laterally, the
duodenum III and inferior vena cava posteriorly and the
duodenum I superiorly (3). According to the study by Becker and
Mischke (2), groove pancreatitis can present as pure‑type or as
segmental‑type. One of the most significant issues which should
be taken into consideration in cases in which groove pancreatitis
is suspected is related to the differential diagnosis with groove
pancreatic carcinoma (4‑7). Due to the extremely low number of
such cases, the pre‑operative diagnosis is difficult to establish.
In this respect, the majority of cases are subjected to surgery
with a pre‑operative suspicion of malignant disease, with the
final diagnosis being established upon a histopathological
examination. Therefore, in such cases, pancreatoduodenectomy
has become the treatment of choice (4,5).
Case report
The present study describes the case of a 46‑year‑old male,
with a previous history of alcoholic pancreatitis, who was
submitted to surgery for pre‑operative diagnosis of pancreatic
cancer. The data of the patient were retrospectively reviewed
after obtaining the approval of the Ethics Committee of
‘Fundeni’ Clinical Institute (approval no. 267/2020). Patient
consent for publication was obtained and signed by the patient
on March 19, 2020.
The 46‑year‑old patient with a known history of heavy
alcoholic intake and several episodes of acute pancreatitis was
self‑referred to the ‘Fundeni’ Clinical Institute (Bucharest,
Romania) for weight loss, abdominal pain, nausea, vomiting
and a weight loss of 12 kg in the last 3 months. A computed
tomography scan revealed the presence of a hypodense mass
at the level of the pancreatic head, measuring 4/5/3 cm appar‑
ently with no vascular invasion (Figs. 1 and 2).
The patient was further subjected to an endoscopic
ultrasound and biopsy examination, which revealed the
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Figure 1. Computed tomography scan revealing the presence of a hypodense
mass located at the level of the pancreatic head.

Figure 3. Intraoperative aspect following the dissection of the superior
mesenteric vessels.

Figure 2. Computed tomography revealing low‑density area in the early
phase due to a large‑fiber fibrosis component.

presence of chronic inflammation, as well as the absence of
malignant cells. However, the biological test results revealed
an increase in the levels of serum markers when compared
to the determination which had been performed 6 months
prior; at this time, the serum level of CA 19‑9 was 78 U/ml,
whereas 6 months prior, these levels were 33 U/ml. Thus, the
patient was submitted to surgery for a pancreatoduodenectomy
(Figs. 3 and 4).
The post‑operative outcome was uneventful, with the
patient being discharged on day 10 post‑operatively. However,
the histopathological examination confirmed the absence of
malignant cells in the specimen, and the finally diagnosis
of groove pancreatitis was made. At the 3‑month follow‑up
period, the patient reported a significant improvement in his

Figure 4. Final aspect of the specimen: Fibrotic and inflammatory aspect of
the pancreatic groove.

clinical status, with the alleviation of abdominal pain, as well
as a weight gain of 4.5 kg.
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Discussion
Initially described by Becker in 1973 (1), groove pancreatitis
was classified by Stolte et al (7) as having two forms: A
pure one, which is characterized by the presence of inflam‑
matory and fibrous lesions affecting exclusively the virtual
space between the pancreatic head and the duodenum, and a
segmental form affecting the pancreatic head medially. In the
latter situation, the surrounding structures, such as the common
biliary duct, duct of Wirsung or duodenum are progressively
involved, leading to the development of jaundice, abdominal
pain, weight loss or post‑prandial vomiting (8,9). Mainly
associated with chronic alcohol abuse, groove pancreatitis has
been also described in patients with duodenal peptic ulcers or
congenitally in children (3).
As regards the types of therapeutic strategies, patients
diagnosed with groove pancreatitis can be initially subjected
to medical therapies in order to provide an effective analgesic
effect and to provide an adequate substitution of pancre‑
atic function (10,11). In cases in which the symptoms are
solely produced by pancreatic duct obstruction, endoscopic
procedures in order to provide an effective drainage of the
pancreatic secretion via endoscopy may be taken in consid‑
eration (12). However, this method may not be applicable in
cases presenting with severe duodenal stenosis or in which the
pre‑operative investigations could not exclude the association
of malignant transformation (3). In cases in which conserva‑
tive treatment fails and symptoms recur, surgery should be
taken in consideration; in this respect, various procedures have
been proposed, ranging from duodenal and biliary bypass,
duodenum preserving pancreatic head resection or pancreato‑
duodenectomy (13,14); however, conservative procedures, such
as bypass or segmental resections have been more commonly
proposed in pediatric patients, cases in which the diagnosis
of malignancy is not probable (3). Moreover, the necessity
of resecting large malignant tumors alone or in association
with vascular resections have led to the widespread use of
pancreatoduodenectomy as the primary therapeutic option for
patients with groove pancreatitis (15‑18).
One of the first studies which demonstrated the difficul‑
ties in differentiating groove pancreatic cancer from groove
pancreatitis was conducted by Yamaguchi and Tanaka (19) and
was published in 1992. The study included 8 patients from six
institutions; in all the patients, a pre‑operative diagnosis could
not be established. The main features which made the diagnosis
of malignant disease a very probable one were represented by
the presence of extensive duodenal stenosis, common bile duct
stenosis or vascular encasement. In all cases, a pancreatoduo‑
denectomy was performed and the histopathological analyses
demonstrated the absence of malignant disease (19).
One of the largest single institutional studies conducted on
groove pancreatitis was published in 2007 by Rahman et al (20);
the study included 11 patients investigated for abdominal pain,
gastric outlet obstruction or jaundice. In all cases, pancreatodu‑
odenectomy was performed, with the analysis of the specimens
demonstrating the absence of malignant transformation;
moreover, following a median follow‑up period of 52 weeks,
all patients reported weight gain, with a mean value of 3 kg
at 2 months of follow‑up, as well as a significant alleviation
of pain, demonstrating in this manner, the effectiveness of
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resection in such cases (19). The benefit in terms of the allevia‑
tion of abdominal pain was explained by the interruption of the
local fibrotic and inflammatory networks (20,21).
The widespread demonstration of the benefits of
pancreatoduodenectomy in the field of groove pancreatitis
has led to the inclusion of this procedure as standard of care
in the latest guidelines. Therefore, in the United European
Gastroenterology evidence‑based guidelines for the diagnostic
and therapy of chronic pancreatitis, published in 2017, the
interviewed experts declared that in groove pancreatitis, pancre‑
atoduodenectomy represents the most suitable surgical option
(the statement being considered as strongly agreeable) (21).
In conclusion, groove pancreatitis represents a rare entity,
with only isolated cases being reported thus far; moreover, the
differential diagnosis with pancreatic groove cancer is usually
difficult to establish pre‑operatively. Therefore, in the majority of
cases, the treatment of choice remains pancreatoduodenectomy,
with the final diagnosis being established at the time of the
histopathological examination. Furthermore, performing a
wide resection of the lesion seems to have an overall positive
influence on the quality of life of patients, with a significant
alleviation of pain, as well as weight gain being reported in the
ensuing months.
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