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Abstract

Pancreatic incidentalomas are asymptomatic pancreatic lesions
detected by imaging procedures conducted for purposes unrelated to
the original diagnostic inquiry. The prevalence of these lesions has in-
creased with advancements in imaging technologies. Determining the
malignant potential of pancreatic incidentalomas is crucial. Histologi-
cal confirmation through Fine-Needle Aspiration (FNA) biopsy is often
required to guide treatment decisions. This case report presented a
78-year-old male patient who underwent Computed Tomography (CT)-
guided FNA biopsy of a pancreatic incidentaloma located at the tail of
the pancreas. The patient experienced significant hemorrhage follow-
ing the procedure, as evidenced by a decline in hemoglobin levels de-
spite transfusion. CT angiography revealed a perisplenic and perihepat-
ic fluid collection extending into the right paracolic gutter and pelvis.
Surgical assessment and splenic artery embolization were performed
to manage the hemorrhage. The patient recovered without any further
complications and was discharged. A literature review of complications
associated with CT-guided pancreatic FNA biopsy yielded limited data,
with most studies reporting minor bleeding. This case highlighted the
potential for significant hemorrhage following CT-guided FNA biopsy of
pancreatic incidentalomas and emphasized the importance of prompt
recognition and management to ensure patient safety and optimal
outcomes.
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Abbreviations: FNA: Fine-Needle Aspiration; CT: Computed
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7 Introduction

Impressive progress in imaging technology has led to the
incidental discovery of asymptomatic pancreatic lesions. These
lesions are detected by imaging procedures conducted for rea-
sons unrelated to the pancreas and have been named pancre-
atic incidentalomas [1,2]. Histologically, pancreatic incidentalo-
mas represent a variety of pathological entities ranging from
small cysts to large invasive pancreatic tumors. According to a
retrospective review by Spinelli et al. [4], incidental pancreatic
cysts were identified in 1.2% of 24,039 patients who underwent
abdominal imaging [3]. A recent retrospective study using high-
resolution magnetic resonance imaging identified asymptom-
atic pancreatic cysts in 9.3% of patients.

The initial concern after detection of a pancreatic inciden-
taloma is whether the lesion is malignant; consequently, fur-
ther diagnostic workups are required. Although the indications
for biopsy of suspected malignant incidental lesions are still
controversial, it is widely accepted that histological confirma-
tion is essential when it may crucially influence treatment deci-
sions [5]. The predominant method for tissue acquisition from
a pancreatic mass is Fine-Needle Aspiration (FNA) while utilizing
Computed Tomography (CT), transabdominal ultrasonography,
or endoscopic ultrasound for guidance [6]. These diagnostic ap-
proaches are invasive and can be associated with complications.

The current study presented a case involving notable hem-
orrhage after CT-guided FNA on a pancreatic incidentaloma
and the subsequent management of the patient. Additionally,
a brief review of the literature was conducted to examine the
prevalence of bleeding and other complications arising from
pancreatic FNA biopsies with the aim of informing clinical prac-
titioners of their potential occurrence.

Case report

A 78-year-old male was admitted to the Emergency Depart-
ment with shortness of breath. Past medical history included
type 2 diabetes mellitus, pulmonary hypertension, narrowing
of the left carotid artery, and prior surgical removal of a colon
polyp. Laboratory examination revealed pancytopenia; there-
fore, the patient was admitted to the hematology department
for further investigation. During hospitalization, the patient
underwent an osteomyelitis biopsy with immunophenotype,
which was negative for any type of hematological disorder. He
received one unit of red blood cells and antibiotics and nebuli-
zation.

A CT pulmonary angiogram and abdominal CT were per-
formed. The latter revealed a tumor (4.0 cm x 3.3 cm x 5.3 cm,
transverse x anteroposterior x cephalic diameter) located at the
tail of the pancreas. It was in direct contact with the spleen and
the anterior perirenal fascia (Figure 1). The pancreatic mass in-
filtrated the splenic vein while encasing the splenic artery at the
same level. Abdominal magnetic resonance imaging was also
performed. It revealed that the tumor (5.1 cm x 4.0 cm x 5.4
cm, anteroposterior x transverse x cephalic diameter) infiltrat-
ed the spleen and the splenic vein, and there was a pathological
lymph node approximately 1 cm from the tumor (Figure 2).

The patient was scheduled for FNA biopsy of the tumor. FNA
biopsy was performed on June 27, 2023 (Figures 3 and 4), and

the patient was hospitalized for 24 hours for monitoring. Labo-
ratory examination on June 28, 2023 showed a 2 g/dL drop in
hemoglobin (pre-biopsy: 10.1 g/dL, post-biopsy: 7.8 g/dL). The
patient was hemodynamically stable and received with one
unit of red blood cells. Despite the transfusion, there was no
improvement, with the hemoglobin level at 8.1 g/dL on June 29,
2023. CT angiogram was performed and showed no sign of ac-
tive extravasation. However, a perisplenic and perihepatic col-
lection of fluid (hemorrhagic) that was distributed at the right
paracolic gutter and pelvis was revealed. Surgical assessment,
splenic artery embolization, and transfusion of two units of
red blood cells and two units of fresh frozen plasma were per-
formed. Embolization was performed on June 30, 2023 through
the right profunda femoris artery under ultrasound guidance
using a Cobra catheter and a Progreat microcatheter. The splen-
ic artery was catheterized and embolized using multiple coils
and a hemostatic sponge. There were no intraoperative or post-
operative complications, and the patient was discharged on July
7, 2023. The dyspnea initially experienced by the patient was
associated with pulmonary hypertension. Pulmonary embolism
and other acute causes of dyspnea were excluded.

Discussion

Percutaneous FNA biopsy of pancreatic lesions under CT
guidance is a minimally invasive, outpatient technique that does
not require general anesthesia or sedation [7]. Nevertheless, a
certain degree of complications may occur due to the invasive
nature of the procedure. Because of the deep retroperitoneal
location of the pancreas, establishing a safe route can be chal-
lenging. Hemorrhage is the primary concern when puncturing
the liver or spleen [8]. Occasionally, interposed blood vessels
or collateral vessels may be found along the intended path of
the needle. This can lead to varying degrees of hemorrhage
with corresponding clinical consequences [9]. In this case, the
intervention elicited significant hemoperitoneum. The probable
cause was attributed to an injury of the collateral branch of the
splenic vessels. Blood originated from the perisplenic area and
the omental bursa, which subsequently translocated into the
subhepatic space before descending through the right paracolic
gutter into the pelvic region. This is in accordance with the ana-
tomical arrangement of the peritoneal cavity [10]. The lone indi-
cator of hemorrhage in our patient manifested as declining he-
moglobin levels, which persisted despite transfusion. Although
clinical examination revealed normal vital signs, the decision
to perform splenic artery embolization was deemed essential
to maintain hemodynamic stability and prevent a further de-
crease in hemoglobin levels. A review of the literature yielded
limited data on complications associated with CT-guided pan-
creatic FNA biopsy. It is likely that the data is limited because
of the multitude of guidance modalities (CT, ultrasound, and
endoscopic ultrasound) and needle types (FNA and core biopsy)
available. In a retrospective analysis conducted by Gruber-Rouh
et al. [11] on CT-guided pancreatic FNA biopsy, focal bleeding
was observed in 29.2% of all the cases. However, unlike our
case, the hemorrhages were minor, detected directly during
the intervention, and did not require additional intervention.
Similarly, Sofocleous et al. [12] documented self-limiting and
clinically insignificant perilesional bleeding in 14% of patients
undergoing the same procedure. Tchercansky et al. [7] likewise
documented bleeding associated with this diagnostic interven-
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Figure 1: Abdominal computed tomography. The tumor (4.0 cm x
3.3 cm x 5.3 cm, transverse x anteroposterior x cephalic diameter)
was located at the tail of the pancreas. It was in direct contact with

Figure 2: Abdominal magnetic resonance imaging. The tumor (5.1
cm x 4.0 cm x 5.4 cm, anteroposterior x transverse x cephalic) in-

Figure 3: Fine- needle aspiratin biopsy. A cross-sectoral approach
was used to decentralize the invasive exploration head of the pan-
creas. A 19-G coaxial needle was used, and a 20-G cutting needle

. the spleen and the anterior perirenal fascia. )\ reveal any immediate complications. )

\ filtrated the spleen and the splenic vein. )
\; uted to the right paracolic gutter and pelvis.
/-~ N\

/ [ o =gl

| Figure 6: Digital subtraction angiography before embolization.
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tion in 3.7% of biopsies. The bleeding was not situated within
the peritoneal cavity but manifested as abdominal wall hema-
tomas. To the best of our knowledge, this is the first document-
ed instance of clinically significant hemoperitoneum requiring
intervention after CT-guided pancreatic FNA biopsy. Lew et al.
[13] described a single case of hemoperitoneum in a peritoneal
dialysis patient. However, they used endoscopic ultrasound for
guidance, and the patient received conservative management
for bleeding. A systematic review examining the complications
associated with endoscopic ultrasound-guided FNA biopsy
of the pancreas revealed that only 0.23% of the large patient
population experienced major hemorrhage that necessitated
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Figure 4: Imaging after the fine-needle aspiration biopsy did not

Figure 5: Computed tomography angiogram showed a perisplenic
and perihepatic collection of fluid (hemorrhagic) that was distrib-
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interventions such as red blood cell transfusion, endoscopic
procedures, or vascular embolization [14]. Ultimately, major
hemorrhagic events appear to occur infrequently in relation to
these interventional methods. Gupta et al. [15] created guide-
lines to categorize complications of pancreatic biopsy as minor
and major. Minor complications include mild epigastric pain
[7], a small focal hemorrhage during biopsy [11,16], and vaso-
vagal reactions [16,17]. Typically, these complications require
overnight observation or no treatment. In addition to signifi-
cant hemorrhage, major complications include acute pancre-
atitis [16-20], high fever, infection, abscess formation, or sepsis
[21,17], severe abdominal pain [16,17], pancreatic duct leakage
[16], and bowel perforation [17]. An interesting complication is
peritoneal seeding of cancer cells leading to peritoneal carcino-
matosis, which was reported in 16.3% of cases by Micames et
al. [22]. Major complications require minor-to-extensive hospi-
talization for treatment and/or have the potential to cause per-
manent adverse effects. The overall frequency of complications
when performing CT-guided FNA biopsy for pancreatic tumors is
estimated to be 3.0-6.7% [7].

Conclusion

Modern imaging technologies can accurately detect in-
cidental asymptomatic pancreatic tumors and aid in biopsy
procedures for histological diagnosis. CT-guided FNA biopsy
of pancreatic tumors is considered safe with a minimal risk of
serious complications. This case demonstrated that significant
hemorrhage can occur albeit rarely. This case emphasized the
importance of careful post-biopsy clinical examination and lab-
oratory testing for patients undergoing this procedure to avert
sequelae.
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