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CASE SUMMARY 
A 49-year-old female patient 

with a history of irritable bowel syn-
drome (IBS) presented to the emer-
gency department at our institution 
with worsening severe constant gen-
eralized abdominal pain radiating to 
the back that began in the epigastric 
region. She also complained of nau-
sea, vomiting, and diarrhea. She stated 
that her pain was not controlled with 
Tylenol/Codeine nor with Donnatal 
prescribed by her gastroenterologist. 
She denied fever, chills, alcohol use/
abuse, changes in diet, recent illness 
or sick contacts, mucous or blood in 
her stools, dysuria, or hematuria. On 
physical exam, the patient was tender 
to palpation in the abdomen, particu-
larly over the epigastric region, with 
positive rebound and normal bowel 
sounds. The rest of the physical exam 
was unremarkable. Her laboratory 
exam demonstrated mild elevations of 
white blood cell count, lipase, AST, 
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FIGURE 1. Contrast-enhanced axial CT of the upper abdomen demonstrating bifid pancreas 
(arrows) with findings consistent with acute pancreatitis of the ventral limb and a hypoat-
tenuating parenchymal lesion suspicious for a small acute necrotic collection (black arrow). 
(Click on this image to view it in a DICOM viewer powered by EXA-PACS.)

https://konicaminoltaexa.viztek.net/viewer#viewer2/1/18/0?m_i=0&l=1&def_session=demo_session
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and direct bilirubin, as well as a nega-
tive urine pregnancy test.

IMAGING FINDINGS  
CT imaging demonstrated pancreas 

bifidum with asymmetric enlarge-
ment of the ventral limb of the bifid 
tail when compared to the dorsal limb 
(Figures 1,2). The ventral component 
demonstrates inflammatory infiltra-
tion of the surrounding fat, as well as 
several peripancreatic and intrapa-
renchymal areas of hypoattenuation 
best appreciated on the sagittal projec-
tion (Figure 2) that appear to involve 
greater than 30 percent of the inflamed 
ventral limb per the Revised Atlanta 
Classification of Acute Pancreati-
tis,1 most compatible with small acute 
necrotic collections. These findings 
are consistent with mild acute necro-
tizing pancreatitis involving only the 
ventral limb of a bifid pancreatic tail. 
A follow-up CT exam (Figure 3) from 
approximately one and a half years 
after the current CT demonstrated a 

bifid pancreas, but no radiographic 
signs of pancreatitis or hypoattenuat-
ing areas.

After gastroenterology consultation 
and appropriate follow-up care, endo-
scopic ultrasound (not shown) was 
performed six days after the patient’s 
presentation in the emergency room, 
which demonstrated a hypoechoic pan-
creatic collection containing echogenic 
material within. Fine needle aspiration 
was performed during the endoscopic 
sonogram retrieving 3 cc of purulent 
material, consisting mainly of poly-
morphonucleocytes per the cytopatho-
logical evaluation. The patient was 
started on Cipro 250 mg p.o. bid. for 
seven days, with further recommen-
dations pending the patient’s clinical 
response and cytopathology culture 
results. The patient responded well to 
treatment and made a full recovery.

DIAGNOSIS
Pancreas bifidum with acute necro-

tizing pancreatitis in a single limb

DISCUSSION  
Pancreas bifidum (also known as 

bifid pancreas or fishtail pancreas) is 
an exceedingly rare foregut anomaly, 
which comprises congenital branch-
ing of the pancreatic tail, including the 
main pancreatic duct.2 The entity has 
not been well investigated and is usu-
ally an incidental finding requiring no 
treatment. We found 12 case reports in 
the literature describing “pancreas bif-
idum” or a “bifid pancreas” or “bifid 
tail of the pancreas”, three of which 
were associated with pancreatitis,3-5 
and only one report where the pancre-
atitis involved only a single limb of a 
bifid pancreatic tail.3 There was a sin-
gle case report describing a bifid neck 
with a common head,6 and three cases 
describing bifid pancreatic ducts with-
out mention of an actual anatomic bifid 
tail.7-9 The case that we are presenting 
in this report is believed to be the sec-
ond case ever described that demon-
strates acute pancreatitis in a single 
limb of a bifid pancreatic tail. Further, 

FIGURE 3. Follow-up contrast-enhanced axial CT of the upper 
abdomen on the same patient 1½ years later, again demonstrating 
pancreas bifidum, but with no signs of pancreatitis.

FIGURE 2. Contrast-enhanced sagittal CT of the upper abdomen 
again demonstrating a bifid pancreas (arrows) with acute necrotizing 
pancreatitis of the ventral limb (white arrow).  Note hypoattenuating 
areas within the substance and periphery of the ventral limb pancreatic 
parenchyma (white arrow), believed to be acute necrotic collections.
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Prepared by Dr. Weiner while serving 
as Chief Radiology Resident at St. Vin-
cent’s Medical Center in Bridgeport, 
CT.; and Dr. Zinn while an Interven-
tional Radiologist and Dr. Olsavsky 
while a Radiologist at St. Vincent’s 
Medical Center and Advanced Radiol-
ogy Consultants in Shelton, CT.

we believe that findings consistent 
with small acute necrotic collections 
localized to the affected limb make our 
case unique and the first to be reported.  

This case is being highlighted 
because of its novelty and in order to 
raise the following potentially relevant 
clinical questions. Does having a bifid 
pancreas predispose to a higher proba-
bility of developing acute pancreatitis or 
adversely affect severity in those patients 
that already have pancreatitis? If so, what 
steps could be taken to improve clinical 
outcome? Do patients with a bifid pan-
creas have a greater likelihood of having 
other concomitant developmental anom-
alies that may negatively impact the 
patient clinically? Does the presence of 
pancreas bifidum, by reason of its anom-
alous shape and possible increased vol-
ume/mass, predispose a patient to more 
severe organ injury in cases of blunt 
abdominal trauma?

Granted, these questions are diffi-
cult to investigate and have question-
able clinical significance with so few 
reported cases. That notwithstanding, 
one potential solution in assessing 
whether the anomaly predisposes to the 
development or worsening of pancre-
atic disease may be to assess the duct 
anatomy of patients with pancreas bifi-
dum if and when they come to clinical 
attention. They could be evaluated for 
unusual ductal anatomy and/or other 
anomalous features that may predis-
pose them to developing acute pancre-
atitis or result in prolonging or even 
worsening it if it has already developed. 
If a positive correlation is eventually 
discovered, consideration could be 
given to investigating possible preven-

tative measures. In the case presented 
by Koyasu,3 the authors assessed the 
patient’s ductal anatomy with MRCP, 
but did not detect any abnormalities that 
might have contributed to the patient 
developing acute pancreatitis. Obvi-
ously, a single case is hardly precedent 
setting, raising the question whether 
patients found to possess the anom-
aly might benefit from investigative 
abdominal MR/MRCP. Perhaps as the 
number of cases of this entity grows 
over time, a clinical pattern may emerge 
that could help answer questions such 
as those detailed above and possibly 
assist clinicians in more effectively 
working up patients with this extremely 
rare developmental anomaly.

CONCLUSION  
Pancreas bifidum is an exceedingly 

rare foregut anomaly that has not been 
well studied. A case is presented of a 
49-year-old female, with a history of 
IBS presenting to the ED with worsening 
severe abdominal pain, who is found to 
have acute necrotizing pancreatitis iso-
lated to the ventral limb of a bifid pancre-
atic tail. This report is believed to be the 
second case ever described that demon-
strates acute pancreatitis in a single 
limb of a bifid pancreatic tail. Further, 
we believe that findings consistent with 
small acute necrotic collections local-
ized to the affected limb, suggestive for 
a necrotizing component, make this case 
unique and the first to be reported.
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