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Abstract

Case Report |

Introduction: Eosinophilic pancreatitis is a rare cause of pancreatitis. It is characterized by localized or diffuse
infiltration of the pancreatic gland by eosinophilic polymorphonuclear cells. It poses the problem of differential
diagnosis with a pancreatic tumor, hence the interest of histological evidence by invasive means. Case report: We
present a case of eosinophilic pancreatitis in a 37-year-old man who was diagnosed after an endoscopic biopsy in front
of an obstructive mass of the head of the pancreas simulating a pancreatic tumor. In contrast to the data in the
literature, our patient had only eosinophilic infiltration of the pancreas with no history of symptoms related to hyper-
eosinophilia or to a high level of immunoglobulins E. The second peculiarity in our patient is the concomitant
revelation of ulcerative colitis. Conclusion: Eosinophilic pancreatitis is a rare and often misdiagnosed clinical
situation. Correct and precise diagnosis avoids unnecessary interventions. Echo-endoscopy with sample for
histological study presents a fundamental means for the diagnosis of eosinophilic pancreatitis.
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INTRODUCTION

Eosinophilic pancreatitis (PE) is an extremely
rare etiology of pancreatitis. It is characterized by
diffuse or localized eosinophilic infiltration of the
pancreas and high levels of IgE. It poses a real
differential diagnostic problem with pancreatic cancer.
Echo-endoscopy presents an important means for the
diagnosis. We report a new case of eosinophilic
pancreatitis associated with ulcerative colitis.

CASE REPORT

We report the case of a 37-year-old man. He
had no medical history. He was admitted for a
permanent mucocutaneous jaundice with dark urine and
discolored stools without pruritus evolving for 2
months. He also had intermittent rectal bleeding without
other symptoms. He reported an unquantified weight
loss and that he was apyretic. The clinical examination
revealed a patient in good general condition with a
WHO score of 1 and body mass index at 22 kg / m2. He
had mucocutaneous jaundice with no other abdominal

exam abnormalities including no pain or palpable mass
and no peripheral lymphadenopathy.

The biological assessment had objectified: a
hemoglobin at 12.9 g / L; number of leukocytes at
5230/mm3; 3260 neutrophils (62.3%); eosinophils: 230
(4.4%) (reference range: 40 - 500); total bilirubin 19.9
mg / dL; alkaline phosphatase at 425 U / L;
gammaglutamyl transferase at 80 U / L; ASAT at 225 U
/ L; ALAT at 376 U / L. Lipaemia was at 122 (<3 times
normal). Hepatitis serology and serum IgG 4 assay were
negative.

The abdominal ultrasound had shown a
swollen pancreas in its cephalic portion with dilation of
the intra- and extra hepatic bile ducts. The magnetic
resonance cholangiography (BILI-MRI) had objectified
a swollen aspect of the head of the pancreas which
arrives in contact with the superior mesenteric vein
without signal anomalies. It also showed significant
dilation of the main bile duct and the intrahepatic bile
ducts without vascular invasion and without dilation of
the pancreatic ducts (figurel).
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Fig-1: Bili-MRI: showing a swollen head of the pancreas with significant dilation of the main bile duct and the intrahepatic bile ducts

Endoscopic ultrasound examination showed a
homogeneous hypoechoic tissue formation of the head
of the pancreas measuring 3 cm without vascular
invasion. She also showed dilation of the main bile duct
and intrahepatic bile ducts and a dilated non-lithiasic

thin-walled gallbladder (figure 2). A pancreatic mass
cytopuncture was performed with a 22 Gauge needle.
The histological study identified fibrosis of the
pancreatic tissue with infiltration by eosinophils in an
inflammatory polymorphic infiltrate (figure 3).

Given the symptomatology and the imaging
data, a tumor of the head of the pancreas was the most
likely diagnosis. Ultrasound endoscopy with biopsy
made it possible to rule out maliginity and to make the
diagnosis of pancreatitis with eosinophils.

A colonoscopy done as part of the rectorragia
had objectified a fragile rectal mucosa erythematous in
one piece without interval of healthy mucosa from the
anorectal line to the recto-sigmoid hinge. A sessile

Fig-2: endoscopic ultrasound showing a hypoechoic mass of the head of the pancreas
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polypoid process was also found above the budding
ileocecal valve, the site of ulceration at its apex (figure
4). Multiple biopsies were performed. Histological
analysis of the process did not show signs of
malignancy. Whereas rectal biopsies showed an
ulcerated epithelium resting on a chorion which sits of
an inflammatory infiltrate with basal plasmocytosis
with highlighted lesions of cryptites and cryptic
abscesses.
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Fig-4: Colonoscopy showing a tissue lesion process above the ileocecal valve

The  management  consisted of a
corticosteroid full dose oral with degression as an initial
treatment and local mesalazine as a maintenance
treatment for ulcerative colitis. The evolution was
marked by the remission of jaundice and rectal

bleeding. An abdominal control scan done two months
later did not show any abnormalities in the pancreas
(figure 5). A total colonoscopy of control showed a
recto-colic mucosa without anomalies.

DiscussiON

PE is a rare etiology of chronic pancreatitis
characterized by diffuse eosinophilic infiltration of the
pancreas and increased serum IgE [1]. Usually, the
patient presents for obstructive jaundice caused by a
pancreatic mass due to inflammatory eosinophilic
infiltration as in our case [1, 2]. Many etiologies of PE
have been suggested. Published cases include malignant
neoplasms, parasitic infections, hypersensitivity to
certain drugs (for example, carbamazepine), milk
allergy, atopic terrain, newborn of a diabetic mother and
association with hypereosinophilic  syndrome or
gastroenteritis to eosinophils [1, 3].

The diagnosis of PE is often made on the basis
of a hypereosinophilic syndrome or criteria of
eosinophilic  gastroenteritis  in  patients  with
gastrointestinal ~ symptoms  who  present  with
eosinophilic infiltrations in histological / cytological
samples [1, 4, 5].

The diagnostic criteria for hypereosinophilic
syndrome are as follows: number of peripheral
eosinophils greater than 1.5 x 10 9 for at least 6 months;
medical history of rhinitis, asthma or other allergic
diseases; eosinophilic infiltration of other organs

Fig-5: Abdominal CT scan showing a normal pancreas

(digestive system, skin and / or heart); excluding other
causes of eosinophilia such as parasitic infection or
leukemia [1, 5].

The main differential diagnosis arises with
autoimmune pancreatitis (PAI) and chronic pancreatitis
(CP). Eosinophilic pancreatitis is difficult to distinguish
from PAI because they present clinical symptoms and
similar radiological results [1, 6]. Some cases of PC are
associated with eosinophilia, which can make the
diagnosis of one or the other difficult [1].

The final diagnosis depends on the histological
and cytological results, with no radiological signs of
CP. It is also based on the presence of a history of
hypereosinophilic syndrome or eosinophilic
gastroenteritis and the response to corticosteroids [4, 7].

Often PE is misdiagnosed as a malignant
tumor and the diagnosis is only repaired after surgery.
Echo-endoscopy with fine needle aspiration currently
presents a good alternative and avoids excessive
surgery [8,9].

Medical treatment should be started as soon as
the diagnosis is confirmed [10]. Steroids are the
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mainstay of PE medical therapy [11]. Oral prednisolone
has been the cornerstone of treatment, with doses up to
40 mg / day [4]. Improvement is usually noted within
the first two to three weeks. Most patients do not have a
recurrence [12]. Various other agents such as sodium
cromoglycate (membrane stabilizing mast cell),
ketotifen (antihistamine) and montelukast (a selective
drug and leukotriene receptor antagonist) have been
used with variable variables [12-14]. The installation of
prosthesis or a sphincterotomy can be discussed in
patients with biliary obstruction.

CONCLUSION

Eosinophilic pancreatitis is a rare and often
misdiagnosed clinical situation. Its diagnosis is based
on clinical, biological, radiological and histology
examinations. Correct and precise diagnosis avoids
unnecessary interventions. Echo-endoscopy  with
sample for histological study presents a fundamental
means for the diagnosis of PE.
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