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pancreatitis is established, the underlying etiol-
ogy should be determined. There are numerous 
causes of acute pancreatitis, which can be easi-
ly identified in 75% to 85% of patients. In devel-
oped countries, obstruction of the common bile 
duct by stones (38%) and alcohol abuse (36%) 
are the most frequent causes of acute pancreati-
tis.2,3 Mechanical obstruction of pancreatic duct 
by tumor is uncommon,4 and germ cell tumor- 
-related lymphadenopathies to cause acute pan-
creatitis is rare. Our patient had no risk factors 
for acute pancreatitis, and advanced images were 
necessary to determine the etiology. The abdomi-
nal CT revealed paraaortic confluent masses, and 
we made the final diagnosis on the basis of tis-
sue biopsy with immunohistochemical examina-
tion. We should remember about the possibility 
of lymphomas and germ cell tumors in patients 
with paraaortic confluent masses, especially in 
young patients. Prompt identification of the un-
common cause of acute pancreatitis is the key 
to successful management of the clinical symp-
toms, especially for the therapy‑sensitive disease 
in young patients.5
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A 23‑year‑old man presented with symptoms 
of epigastric pain and a 7‑kg weight loss over 
1 month. The abdominal pain was dull in quali-
ty and radiated to the back. Progressive yellow-
ish skin and dark‑yellow urine developed 1 week 
before admission. The patient denied a history of 
systemic disease or operation. A physical exami-
nation showed icteric sclera and local tenderness 
over the epigastrium without rebounding tender-
ness. Serum amylase levels of 716 U/l (reference 
range, 16–108 U/l) and lipase levels of 1144 U/l 
(reference range, 13–60 U/l) were detected. Ini-
tially, acute pancreatitis was considered. Later, 
an abdominal computed tomography (CT) re-
vealed pancreatic swelling and paraaortic con-
fluent masses (FIGURE 1A). Magnetic resonance 
imaging confirmed swelling of the pancreas with 
pancreatic duct dilatation due to mass compres-
sion (FIGURE 1B). The biopsy of masses revealed 
a poorly differentiated carcinoma. Serum free 
β‑human chorionic gonadotropin (β‑HCG) lev-
els of 36.50 ng/ml (reference range, 0–0.1 ng/ml) 
and α‑fetoprotein levels of 2.34 ng/ml (reference 
range, 0–20 ng/ml) were noted. Immunohisto-
chemical staining of the biopsied tissue was posi-
tive for placental alkaline phosphatase (FIGURE 1C) 
and β‑HCG (FIGURE 1D). A diagnosis of germ cell 
tumor‑related lymphadenopathies caused acute 
pancreatitis was made. Therefore, the patient re-
ceived treatment and his abdominal pain was re-
lieved after the first cycle of chemotherapy. An ab-
dominal CT showed a significant improvement 3 
months later (FIGURE 1E).

In general, the diagnosis of acute pancreati-
tis requires the presence of 2 of the following 3 
criteria: 1) acute onset of persistent severe epi-
gastric pain often radiating to the back; 2) el-
evation in serum lipase or amylase levels to 3 
times or more than the upper limit of normal; 
and 3) characteristic findings of acute pancre-
atitis on imaging.1 Once the diagnosis of acute 
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Figure 1  A – abdominal computed tomography (CT) revealed 
pancreatic swelling and paraaortic confluent masses (white arrows);  
B – magnetic resonance imaging of the abdomen showed edematous 
swelling of the pancreas, dilatation of the pancreatic duct, which may be 
due to mass compression (white arrow); C – immunohistochemical 
staining was focally positive for placental alkaline phosphatase (PLAP; 
magnification, ×200; immunohistochemical staining was performed using 
diaminobenzidine [DAB] substrate, and the brown color indicated PLAP 
expression); D – immunohistochemical staining was strongly positive for 
β-HCG (magnification, ×200; the staining was done using DAB substrate, 
and the brown color indicated β-HCG expression); E – abdominal CT 
revealed a significant improvement 3 months later
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