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Recurrent Pancreatitis Caused by Afferent Loop Syndrome with Pathologic
Features of Type Il Autoimmune Pancreatitis
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Afferent loop syndrome (ALS) is a rare cause of recurrent pancreatitis. Recurrent pancreatitis in association with ALS can devel-
op due to impaired outflow of pancreatic juice or reflux of enteric secretions caused by increased intraluminal duodenal pressure.
Here, we report a case of ALS presenting as recurrent acute pancreatitis due to chronic intermittent partial obstruction of the third
portion of the duodenum caused by postoperative adhesion. Interestingly, pancreatic histology showed a granulocytic epithelial le-
sion, which is a diagnostic feature of type 2 autoimmune pancreatitis (AIP, idiopathic duct centric chronic pancreatitis [IDCP]).
From this case we learned that the diagnosis of type 2 AIP should be made in the appropriate clinical setting. (Korean J] Med
2019;94:200-207)
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Figure 1. (A) Abdominal computed tomography image at the time of admission to our hospital (fifth attack). A tight stricture at the third
portion of the duodenum (D3, arrow) and prominent dilatation of the duodenum (arrowheads) are seen. A round mass suggestive of hem-

atoma is present in the distended second portion of the duodenum (D2). Diffuse pancreatic swelling with peripancreatic fat infiltration

and mild pancreatic duct dilatation are evident. (B) Magnetic resonance cholangiopancreaticography image. The duodenal stump and D2

show cyst-like distension (arrowheads). A nonenhancing mass hematoma is seen in the distended duodenum. The main pancreatic duct

(arrows) is uniformly smooth without irregular narrowing. The Common bile duct is ligated (empty arrowhead). (C) An endoscopic ex-

amination revealed a previous Billroth II operation with subtotal gastrectomy. The lumen of the afferent duodenum is narrowed. The en-

doscope was unable to pass beyond the third portion of the duodenum.
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Figure 2. (A) Abdominal computed tomography (CT) image obtained during the second attack. Similar to Figure 1A, tight stricture at D3
(arrow) and distended D2 (arrowheads) with internal hematoma are seen. Diffuse pancreatic swelling and peripancreatic infiltration are
also noted. (B) Follow up CT image taken when there was no symptom of pancreatitis between attacks. D2 is decompressed, and the pan-
creas swelling and peripancreatic infiltration are improved.
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Figure 3. Schematic anatomic illustration. (A) Pre-existing subtotal gastrectomy and Billroth-II gastrojejonostomy status. The common
bile duct and duodenal stump were ligated and cholecystojejonostomy was noted. (B) Surgeries, including pancreaticoduodenectomy,
performed for afferent loop syndrome. The remaining pancreas was anastomosed by pancreaticojejonostomy. A new chol-
edochojejunostomy and jejunojejunostomy were performed. S, stomach; P, pancreas; D, duodenum; J, jejunum; C, common bile duct;
X, luminal narrowing of the third portion of the duodenum.

Figure 4. Histopathology of a resected specimen of the pancreatic head. (A) Chronic active inflammatory cell infiltration, including lym-
phoplasma cells and neutrophils, is noted in the main pancreatic duct (H&E staining, original magnification, x10). (B and C)
Granulocytic epithelial lesions (GELs) in the interlobular pancreatic ducts. (B) Dense mixed inflammatory cell infiltration, consisting of
lymphocytes, plasma cells, and eosinophils, observed in the stroma. The interlobular duct shows an intraluminal abscess and neutrophilic
infiltration in ductal epithelial cells (H&E staining, x20). (C) Rupture of the interlobular duct due to a marked neutrophilic luminal
abscess. Spilled over neutrophils are mixed with infiltrating stromal inflammatory cells (H&E staining, x20). (D) Numerous pancreatic
parenchymal neutrophilic infiltrations are observed (H&E staining, x40).
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Table 1. Afferent loop syndrome associated with pancreatitis
Cause Zie( aP;::t:zzE;% hzfer;gla P:;Z:l):;s Management ()zgr) Reference
Stricture 39/M  B-II (Ulcer perforation) 4 2 Roux-en-Y gastrojejunostomy 2 [51,[6],[8]

66/M  B-II (Ulcer bleeding) 15 8 Side-to-side duodenojejunostomy 2

47/M  B-II (Recurrent ulcer) 10 6 Roux-en-Y gastrojejunostomy 6

73/M  B-II (Recurrent ulcer) 32 3 Braun enteroenterostomy 3

45/M  B-II (Chronic peptic ulcer) 51 23 Roux-en-Y gastrojejunostomy 19

43/M  Gastrojejunostomy 21 2 Endoscopic balloon dilatation 6

(CD involvement)

Angulation 73/M  B-II (Gastric cancer) 8 1 Endoscopic angulation removal 1 [3]

44/M  Total gastrectomy (AGC) 1 1 Percutaneous duodenostomy -
Internal hernia  45/M  B-II (latrogenic injury) 20 - Endoscopic decompression - [4]

Laparotomy, Resection and
anastomosis
Bezoar 69/F  B-II (Ulcer perforation) 25 1 Endoscopic bezoar removal - [7]
PTBD

Adhesion 61/M  B-II (Trauma) 40 4 Pancreaticoduodenectomy, 4

(current case)

Pancreaticojejunostomy

F/U, follow-up; M, male; CD, Crohn’s disease; AGC, advanced gastric cancer; F, female; PTBD, percutaneous transhepatic biliary drainage.
*Time interval from the initial operation to the first attack of pancreatitis.
"Number of previous attacks of acute pancreatitis that required hospitalization.
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