A 9-vear-old girl with recurrent epigastric pain
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Admission 1-26/3/41 Dy acute gastroenteritis
Admission 2 — 10/4/41 {anstiuenadszanm 1 91 6 Liew)
fithafiiliuwn jaundice was acholic stool, dark urine 1#Sunsitiasiain iu cholestatic jaundice wa investigations:
LirEsoLd e Aogornert -l ver 15 normal size and echo, dilatation of CED 4.3 mm, distal CED and pancreas not seen due 1o bowel gas
fihal&SunsSnmn laansehdia cholecystectomy. choledochoduodenostomy was | #Sunsifiasiainiiu obstructive jaundice with pancreatic mass
HRNTSETIAN W EInan - chronic cholecystitis, cystic duct — stenosis
thihaldSunsfiesnulaannst US uaz CT nn 3 18iau 84 270442 wa CT abdomen lalanansn identify mass 14
Admission 3 [ 14/12/471) - AGE with R/O UTI
Admission 4 ( 5/3/45) — viral gastritis
fhaiils=6 acute abdominal pain i epigastrium waz i bilious vomiting . normal stool
lab — CBC Het 3824, whbe 11000 fournm; LFT = TB 1.07. DB 019, AST 30, ALT 14, AF 284 UJL
Fhivsical examination:
WIS T 377 C BP100/S2 mmHg. RR 24/min, PR 120/min (full)
BvW' 24 kg, HT 130 cm, WA = 92 302, HfA =100 20 W/iH = 92 30 24
HEEMT: not pale. no icteric sclera. thyroid gland not enlarged, no cervcal lkmphadenopathy
F=S: Normal breath sound, no adventifious sound
CW'S: regular, no murrmur
Abdomen: old surgical scar at upper abdormen, not distended, active bowed sound, moderate tender at epigastrium with voluntary guarding, no
Exiremifies: no rash
Meurological examination: grossly intact
Easic investigations:
CBC  Hb 14 gfdl, Het 41 .82, WEBC 16000 jeurnm, PMN 9022, LY 6.4 22,
plt 313000/mm3, NCNC | MCV 80 .2, MCHZ26.9, MCHC 335, ROW 125
Ua spagr. 1.00b, WEBC 2-3 cellHFF and others were negafive
Stool normal
Stool CfS T no Shigella or Salmonella
BUM: 9 rngfdl. Cr: 0.9 mag/dl, Na 137 mEg/L. K 4.4 mEg/L. Cl 98 mEg/L. COZCP 24 mEqg/L
CRPB864dmg/lLi<b)
LFT: Total protein 8.5 gfdl. Alb 5.0 g/dl, Glob 3.5 gidl, TB 1.30 magidl .DE 0.13 mg/dl
ALT 29 L. AST 23UJL AP 239 UL
Arnylase [ D1) 1661 UL Lipase { D1) 8297 UJL

Arnylase [ Db) 237 UJL Lipase { DB) 2047 UJL

Further investigation:
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MRI (performed on second day of admission) © Mild enlargernent of pancreas with mild dilatation of pancreatic duct. Acute pancreatitis is likely

Clinical course an Dayl-5

Management: NFO 48 h, retain NG tube, medication- omeprazole and MTY,
Start feeding with liquid diet then step Teeding to soft diet and regular diet | |
wingithadiiu thihades admit TvdBneda e fuanaw 2549 frafaahai@nutulanszanm 6 T lasnausnsw. Tdfefuldan Sau Lddiuwios ssradameamy

Feadmission investigations:

CEC WEBC 1b000 mm3, PMN 8955, L3754, Mono 6.4%4

BUN/Cr - 8/0.5 magfdl

LFT TP 7.8 g/dl Alb 3.4 gidl TE 083 mo/dl . DB Q.13 mog/dl, AST 28 UJL ALT 35 UJL, AP 195 LJL
Arnylase 1271 UL (130), Lipase 6028 UL (1247)

FBS 85 ma/dl, Ca 9.6 maidl

TG 96 mg/dl {120). Cholesterol 161 mag/dl (205), LDL 96 ma/dl (138), HDL 28 mg/d! (37)
CRP7EE6mg/Li{<h)

Further radiologic investigations:
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MRCP : Comparison to prior MEI Unchanged enlargerment of pancreatic body and tail
Suspected for stricture at proximal pancreatic duct at the junction of the head and body with mild dilatation of the rest duct; Evidence
Clinical follow up on amylase and lipase level:
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ghhaléSunsiin EUS uaz ERCP e funau 2549

RFadial EUS and ERCEF, fail dilatation and stent due 1o tight stricture

EUS- pancreas lobulation and pancreatic stone (head) with mild dilated duct
ERCP-1ight stricture at pancreatic head to near Genu with mild dilated duct

Impression — chronic calcified pancreatifis

Final diagnosis:
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Pancreatic tumors and Chronic pancreatitis

Benign pancreatic tumors:

Exocring Imtraductal papilloma
Mucinous cystadenoma
Serous cystadenoma
Others Hemandgio/dermoid cyst
Hernangioendothelioma
Histiocyorma
Lymiphandioma
Meurolemmaorma
Chronic pancreatitis:
==Recurring or persisting abdominal pain with development of pancrealfic exocrine or endocring deficiency
==The pancreas shows irregular sclerasis and focal and segmental or diffuse destruction of exocring tissue
==Deformity of pancreatic duct
==Intraductal plugs cortaining protein and/or calculi

Related Interesting Articles

Management of children with pancreatic head mass:

==3 children with abstructive jaundice because of the mass in head of pancreas

==|ntra-operative frozen section revealed no evidence of malignancy

==Final pathology — demonstrated chronic pancreatitis

==F/ = no recurrence of obstructive jaundice

==Should undergo biopsy and biliary diversion than resection as the prirmary therapy
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Pancreatic pseudotumors non-neoplastic solid lesions of the pancreas that clinically mimic pancreatic cancer:
==Chronic inflammatory lesion are the leading cause

==Non-inflammatory lesion may form tumor-liked lesion of the pancreas

==Adenomyomatous hyperplasia of ampulla of Yater , = b rmm found 1o be the cause of obstructive jaundice
=>ACCES50NY Spleen, lipomatous hypertrophy. hamartomas
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