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Abstract

Pancreatic hemangiomas are benign tumors extremely rare in adults, 
rarer than in children. Although were reported a small number of pancreatic 
hemangiomas, mostly were proved to be hyper vascular tumors.

We present the case of a sixty-four years old male who had acute upper 
abdominal pain, and who was admitted, with the suspicion of acute pancreatitis. 

Imagistic examinations detected a tissular nodule in the body of the pancreas, 
with well- defined margins, without capsule, with heterogeneous structure, and 
with maximum size of 1.9 cm. Also, it was discovered a similar lesion, regarding 
the imagistic appearance, in the fourth segment of the liver, and a hemangioma 
in the sixth segment of the liver. There were no lymphadenopathies in ultrasound 
and computed tomography exams.

Although was suspected a pancreatic adenocarcinoma with liver metastasis, 
the patient was planned for surgery, knowing that this type of neoplasia is 
extremely aggressive with a poor prognosis if is not surgically removed. 
Histopathological exam indicate that the pancreatic mass was a hemangioma.
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Introduction

Pancreatic hemangiomas are benign tumors extremely rare in 
adults [1,2], rarer than in children [3]. Pancreatic vascular neoplasms, 
including hemangioma, account for 0.1% of all pancreatic tumors [1]. 
Only nine cases of adult pancreatic hemangiomas have been reported 
in literature since 1939 [1].

Most of those who were reported had large sizes, a cystic 
appearance, and intense contrast enhancement in arterial phase [4] 
on CT scans.

Hemangiomas tend to undergo proliferation during infancy 
followed by a period of slow involution lasting several years and 
eventual regression leaving a fibro-fatty residuum [1]. They may 
occur in any region of the body but have a predilection for the head, 
neck and trunk [3]. However, complications due to their size or site 
may warrant medical or surgical intervention [3].

In terms of clinically, the symptoms are nonspecific, but 
depending on the tumor location (head, body, tail of pancreas), 
regardless of its nature, the patient may present suggestive symptoms 
[5]. Most patients with pancreatic hemangioma present with vague 
abdominal pain, although one case presented with melena and 
hematemesis, another with nausea and thrombocytopenia [1,4], and 
another with recurrent dizziness and palpitations [4].
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Case Presentation
Sixty-four years old male was presenting for acute upper 

abdominal pain. He was admitted, with the suspicion of acute 
pancreatitis; specific laboratory tests (amylase and lipase) were 
only slightly increased compared to the upper normal limit. It was 
continued with laboratory tests, which indicated a value slightly 
higher than normal of total bilirubin, direct bilirubin, and serum 
creatinine, but without biological inflammatory signs.

Anamnesis indicated that the patient experienced a weight loss of 
about 5 kg in the last two months.

Although nonspecific, it was detected an increase in serum LDH, 
with a value of 658 U/L, the maximum normal value being 618 U/L. 

Figure 1: Abdominal native CT: hypodense nodule in the body of pancreas, 
with well-defined margins, without capsule, with heterogeneous structure, 
and peripheral microcalcifications.
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Tumor markers were found to be slightly higher (CA19-9 had a value 
of 50 u/ml, the upper limit being 40.1 u/ml).

Abdominal ultrasound did not reveal the presence of gallstones, 
or free or loculated ascites in the upper abdomen. But, US detected 
a hypoechoic heterogeneous nodule, with hyperechoic areas, 
relatively well-defined margins, size of 3.2 cm, located on the body 
of the pancreas. Also, it showed a hypoechoic nodule, also with 
inhomogeneous structure, in fourth segment of the liver, with sub 
capsular localization. Withal, US detected a hemangioma, with the 
size of 1cm, in the sixth segment of the liver.

Upper digestive tract endoscopy did not detect any changes with 
pathological significance.

Investigations continued with native computed tomography, and 
two phases post contrast. The equipment used was Siemens Emotion 
Duo. The acquisition was performed in spiral mode, with contiguous 
3 mm-thick section, followed by MPR reconstruction in sagittal and 
coronal plans. The contrast agent was administered intravenously 
with the concentration of 370 mg/ml, and the flow used was 3 ml/sec.

Native CT examination showed a nodule in the pancreatic 
body, hypodense, with well-defined margins, without capsule, with 
heterogeneous structure, and peripheral micro calcifications (Figure 
1). The nodule has a round shape, with maximum diameter of 1.9 cm, 
it is in the middle of the pancreatic body, and it comes in direct contact 

but with interface of demarcation with splenic vein. After the contrast 
administration, the nodule remains hypodense compared to the rest 
of the pancreatic parenchyma, but presents contrast enhancement 
(Figure 2). The contrast enhancement of the lesion is progressive and 
centripetal in venous phase (Figure 3), making the periphery of the 
nodule to be apparently isodense with pancreatic parenchyma in the 
late phase (Figure 4). Peripancreatic fat, adjacent to the nodule, is 
discreetly densified. The nodular lesion from the fourth segment of 
the liver has the same behavior as pancreatic lesion (Figure 5). There 
are no lymphadenopathies and vascular structures are normal on CT 
examination.

The size difference of the pancreatic nodule in ultrasound 
examination and CT scan may be due to the fact that when the 
echography was performed the lesion presented surrounding edema, 
and the CT examination was made 10 days after, time during the 
patient received anti-inflammatory and antispastic medication for 
abdominal pain.

After surgery, histopathological exam indicate that the mass was 
a pancreatic hemangioma. After surgical resection of the pancreatic 
lesion, the patient had suffered peripancreatic bleeding. After the 
second surgery, the patient’s evolution was favorable.

Discussion
Although were reported a small number of pancreatic 

Figure 2: Postcontrast abdominal CT – arterial phase: The pancreatic nodule 
remains hypodense from the rest of pancreatic parenchyma but shows 
contrast enhancement.

Figure 3: Postcontrast abdominal CT – venous phase: the contrast 
enhancement of the nodule is centripetal.

Figure 4: Postcontrast abdominal CT – late phase: the periphery of the 
pancreatic nodule becomes isodense with pancreatic parenchyma.

Figure 5: Postcontrast abdominal CT - late phase: liver nodule (fourth 
segment) has the same behavior as the pancreatic mass: centripetal contrast 
enhancement and the periphery becomes isodense with liver parenchyma.
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hemangiomas, mostly were proved to be hyper vascular tumors, and 
they were compared with portal cavernoma [6]. Since this is a hyper 
vascular tumor, the differential diagnosis includes lymphangioma, 
hemangioendothelioma, hemangiopericytoma, and angiosarcoma 
[7]. It may also consider neuroendocrine tumors and metastases, but 
mainly they are invasive on adjacent anatomical structures causing 
obstruction of the pancreatic duct, since the mass is in the body of 
the pancreas [6].

Furthermore, of all pancreatic hemangiomas described in the 
literature, most of them have been found in women [8], but in our 
case it was a male person.

Naito,  et al. [9] reported that CEA and CA 19-9 values were 
within normal limits, and in our case the value of CA 19-9 was slightly 
increased than normal maximum value, but this increase was not 
pathognomonic for a neoplastic lesion.

At the same time, the majority of pancreatic hemangiomas were 
described as multilocular cystic lesions [10,11,12,13].

Lu and Yang [14] identified pancreatic hemangiomas at 
contrast-enhanced computed tomography as multilocular cysts with 
moderately enhanced septa and fluid-fluid levels in the body and 
tail of the pancreas. In this case, the pancreatic lesion is in terms of 
density, a tissular mass.

The pancreatic lesion had small dimensions compared to most 
pancreatic hemangiomas described in the literature [15]. However, 
Jarboui, et al. [16] present the case of a patient who had a small 
pancreatic nodule, with tissue density, and which has been proved to 
be a hemangioma.

Unlike hemangioma, pancreatic cancer is diagnosed on CT in 97% 
of cases as a hypodense mass on native scan with low enhancement, 
or isodense on native CT and poor enhancement [17].

When tumor sizes are smaller than 2 cm and is limited to the 
pancreas, with lymph nodes or parenchymal metastasis most likely 
nonexistent, it is a T1 tumor stage [18]. However even at these 
dimensions are not excluded organ metastases. According to Lu 
and Yang [14] pancreatic hemangiomas range in size from 3 cm to 20 
cm, and are most frequently located in the pancreatic head, and the 
diagnosis of pancreatic hemangioma should not be ruled out solely 
based on poor arterial phase enhancement on contrast-enhanced 
CT. In our case, there was in the liver a sub capsular lesion with 
the same CT behavior as the pancreatic lesion, excluding of course 
the liver lesion which was clearly a hemangioma. This raised the 
question: is it a pancreatic cancer with liver metastasis? According 
to statistics, was the most likely variant. But taken out of context, the 
pancreatic lesion had a benign behavior (dimensions, shapes). The 
presence of peripheral tumor calcifications with dimensions under 
1mm are considered to be rare, being more common in solid pseudo 
papillary tumor that have a low degree of malignancy [19], but this 
type of tumor is also cystic [20]. Also, Weidenfeld [21] describes the 
case of a small pancreatic hemangioma with the presence of micro 
calcifications.

Although there was a liver lesion with uncertain CT features, 
due to the small size of the pancreatic tumor, the lack of invasion 
of vascular structures and its well defined margins, the patient was 

planned for surgery, knowing that the pancreatic adenocarcinoma is 
extremely aggressive with a poor prognosis if is not surgically removed 
[22]. Another argument favorable for surgery was the post contrast 
behavior of the pancreatic lesion, namely progressive centripetal 
enhancement, which is not common for adenocarcinomas, but rather 
for hemangiomas.
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