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ABSTRACT
A preoperative diagnosis of pancreatic cancer is not hundred percent accurate. Because of the uncertainty in the diagnosis of
pancreatic tumours, some benign pancreatic diseases have been misdiagnosed as pancreatic cancer and treated with surgical
resection. This approach has a signiﬁcant negative impact on the physical and psychological well-being of the patients. Herein,
we report a case of a pancreatic abscess misdiagnosed as pancreatic cancer. The patient recovered well after total pancreaticoduodenectomy, without any postoperative complications. However, total pancreaticoduodenectomy has possible future adverse
consequences. Therefore, our case ﬁndings highlight the need that clinicians should be aware of the diﬀerential diagnosis of
pancreatic cancer and consider the possibility of a pancreatic abscess preoperatively, especially in patients with diabetes.
Laparoscopic exploration is recommended to avoid the trauma caused by an open surgery.
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INTRODUCTION
Pancreatic cancer has a poor prognosis and is the third leading
1
cause of mortality worldwide. Its diagnosis is dependent on the
presence of obstructive jaundice, raised blood carbohydrate
antigen 19-9 (CA 19-9) levels, and computed tomography (CT)
ﬁndings. Some patients with a tumour of the pancreatic head or
uncinated process may present with obstructive jaundice. On CT,
it often manifests as an enhancing lesion. An elevated postoperative CA 19-9 level may predict poor survival in the perioperative
and postoperative periods.2 Some patients with pancreatic cancer
are complicated with diabetes and often have a worse prognosis
3
than those without diabetes. However, the gold standard for diagnosing a pancreatic lesion is the pathological examination. Thus,
some patients with typical clinical symptoms and ﬁndings may not
have a pancreatic carcinoma. Herein, we describe a case of a
pancreatic abscess misdiagnosed as pancreatic cancer.

CASE REPORT
A 27-year male visited our Department for a pancreatic tumour
found on ultrasonic examinations, when he visited the hospital for
diabetes two weeks ago. He had no fever, abdominal pain, or jaundice.
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Figure 1: Preoperative computed tomography (CT) and three-dimensional reconstruction. (A and B) CT scan shows the mass (yellow arrow)
located in the head of the pancreas with heterogeneous enhancement. (C
and D) The three-dimensional reconstruction shows the anatomical positional relationships between the tumour (pink), pancreas (yellow), portal
vein, and hepatic artery.

However, the ultrasonic examination showed dilatation of the
intrahepatic and extrahepatic bile ducts. He had a 7-year
history of diabetes with poor blood sugar control at home. His
blood CA 19-9 level was 45.58 U/mL, leukocyte count was
9
6.33×10 /L, hepatitis B surface antigen and hepatitis B surface
antibody were positive, and total bilirubin level was normal. CT
scan showed an irregular soft tissue density lesion located in
the pancreatic head with heterogeneous enhancement (Figure
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1A and B), severe atrophy of the pancreatic body and tail
(Figure 1C and D), and enlargement of the gallbladder and
spleen. The three-dimensional reconstruction indicated that
the tumour had not invaded the main artery and vein (Figure 1C
and D). His ﬁngertip blood glucose level ﬂuctuated (1.9-27.6
mmol/L) during hospitalisation, although he received insulin
regularly.
The possibility of a malignant pancreatic tumour was considered based on preoperative ﬁndings. Therefore, we conducted
total pancreaticoduodenectomy. Intraoperatively, we found a
ﬁrm tumour located in the head of the pancreas and atrophy of
the pancreatic body and tail.
Postoperative pathology showed suppurative inﬂammation
with abscess formation in the pancreatic head with a diameter
of 3.0 cm. Fluctuation in the ﬁngertip blood glucose level
(4.1-14.9 mmol/L) also continued postoperatively even while
receiving regular insulin.
The patient was cured and discharged on day 12 postoperatively. At the 12-month follow-up, his blood glucose level was
controlled and stable at home.

DISCUSSION
A pancreatic abscess usually occurs as a complication of
pancreatitis or secondary to tuberculosis.4 Rarely, a pancreatic
abscess can also be secondary to diabetes and foreign bodies in
the gastrointestinal tract.5,6 Some patients with a pancreatic
abscess have diabetes, but a relationship between diabetes
and the abscess is rarely illustrated. Kim et al. reported four
cases of pancreatic abscess; three patients had diabetes, and
three had a normal blood CA 19-9 level.7 A pancreatic abscess
without fever and an elevated leukocyte count but with
diabetes has been rarely reported. Our case was rare in that the
patient just had an elevated CA 19-9 level. A malignant pancreatic tumour (mucus or serous) was more likely to be considered
preoperatively. Preoperative distinction of pancreatic cancer
from a pancreatic abscess can sometimes be diﬃcult.8 Preoperative endoscopic ultrasound-guided (EUS) biopsy is an important tool for preoperative diagnosis and staging of pancreatic
cancer. The 2017 National Comprehensive Cancer Network
(NCCN) guidelines indicate that for patients with adenocarcinoma, especially pancreatic malignancies, EUS biopsy is not
necessary preoperatively.9 Therefore, we did not conduct this
biopsy before surgery.
Poor blood sugar control in patients with diabetes may lead to
decreased immunity and an increased risk of infection. In our
case, the pancreatic abscess may have resulted from the large
ﬂuctuation in blood sugar levels and long history of diabetes.
However, our patient had no fever or elevated leukocyte count
to indicate inﬂammation, leading to misdiagnosis. We speculate that the pancreatic abscess may have been more limited
and did not spread to cause systemic symptoms in our case.
Surgical resection, intravenous antibiotics, puncture drainage,
6
and other methods can be used to treat a pancreatic abscess.

Considering that many complications are associated with
surgery, antibiotics alone or in combination with a drainage
tube can achieve good results.6,10
It is rare for patients with a pancreatic abscess to have no fever,
elevated leukocyte count, or abdominal pain. Our patient was
misdiagnosed as having pancreatic carcinoma and underwent
total pancreaticoduodenectomy. Although, he recovered well
postoperatively, the surgical trauma was an inconvenience.
The possibility of a pancreatic abscess should be considered
preoperatively, especially in patients with diabetes. Laparoscopic exploration is recommended for these cases, and an intraoperative biopsy can be used to easily diﬀerentiate between
pancreatic cancer and an abscess. If a pancreatic abscess is
found, a drainage tube can be used to help reduce the trauma
caused by open surgery.
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