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Background A female patient presented with melena associated with a confirmed periampullary mass.

Summary Our 61-year-old patient presented with two episodes of dark-colored stool associated with 
lightheadedness, generalized weakness, and shortness of breath. Esophagogastroduodenoscopy (EGD) 
examination revealed a flat villous-like lesion displacing the ampulla of the duodenum. Computed 
tomography (CT) revealed enlargement of the pancreatic head that contained a 2.4 x 1.7 cm mass. 
Fluid aspirated from the mass included acellular material containing polarizable and negatively 
birefringent needle-shaped crystals, confirmed as gout. 

Conclusion This atypical presentation of gout should be identified in order to exclude a diagnosis of 
gastrointestinal malignancy and thus eliminate unwarranted surgical intervention.
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Case Description
A 61-year-old female with a past medical history of hyper-
tension, hyperlipidemia, left ventricular hypertrophy, 
mitral regurgitation, and aortic regurgitation presented 
to the emergency department via emergency medical ser-
vices for evaluation of two episodes of dark-colored stool 
associated with lightheadedness, generalized weakness, 
and shortness of breath. The patient reported she had a 
similar episode the previous year that prompted esophago-
gastroduodenoscopy (EGD), colonoscopy and pill camera 
studies at that time, which revealed arteriovenous malfor-
mations. A review of systems was positive for an unquan-
tified weight loss over the past year. Physical examination 
revealed conjunctival pallor but was otherwise unremark-
able.  Abnormal laboratory results included a serum hemo-
globin level of 6.0 g/dL (reference range 12.0–15.5 g/dL) 
and a serum potassium of 3.2 mmol/L (reference range: 
3.5–5.5 mmol/L). Fecal occult blood test was positive.

Due to high suspicion of an upper gastrointestinal bleed, 
an EGD was performed. EGD examination revealed a 1 
cm hiatal hernia visible in the esophagus, gastritis in the 
antrum and body of the stomach, and a flat villous-like 
lesion displacing the ampulla of the duodenum. Biopsies 
were taken during the procedure and revealed polypoid 
benign duodenal mucosa with preserved villous archi-
tecture, focal gastric foveolar metaplasia, focal and mild 
chronic inflammation, and reactive changes

The surgical team was consulted and a computed tomogra-
phy (CT) scan with oral contrast was ordered. The abdom-
inal sections of the CT scan showed the gallbladder, liver, 
and spleen to be grossly normal, but revealed enlargement 
of the pancreatic head, which contained a 2.4 x 1.7 cm 
mass with a surrounding rim of hypoattenuation relative 
to the remained of the pancreatic parenchyma (Figure 1). 
Edema was noted surrounding the pancreatic head and 
in the pancreaticoduodenal groove. Two smaller cystic 
lesions, each measuring approximately 1.0 cm, were also 
appreciated in the medial wall of the second portion of the 
duodenum in the periampullary region. Wall thickening 
was present in the second and third portions of the duo-
denum. 

Contrast was passed through the stomach, thickened por-
tion of the duodenum, and into the small and large bowel 
without evidence of obstruction.

To further examine the unequivocal appearance of the peri-
ampullary mass seen on the CT scan, endoscopic ultraso-
nography was ordered. An abnormal hypoechoic area was 
noted in the region between the duodenal wall and head 
of the pancreas, measuring 3.5 x 3.5 cm. Fine-needle aspi-
ration was performed that yielded initially clear fluid, but 
subsequently became cloudy. The fluid was sent for patho-
logical and cytological examination. It was determined to 
consist of acellular material containing polarizable and 
negatively birefringent needle-shaped crystals, compati-
ble with urate crystals and consistent with gouty deposits. 
Surrounding areas of acute inflammatory cells, histiocytes, 
and benign duodenal-type epithelium were also noted. 
Immunologic stains of the fluid for CD45, panCK, syn-
aptophysin, chromogranin and Ki67 were all negative. 
Serum CEA was 1.1 ng/mL (reference range: 0–2.5 ng/
mL) and serum CA19-9 was 29 U/mL (reference range: 
<37 U/mL).

The patient was seen three weeks later for follow-up in the 
outpatient clinic. She denied any episodes of abdominal 
pain or bloody stool since discharge. She was subsequently 
scheduled for repeat abdominal imaging one month later; 
however she did not comply with follow-up, and the stud-
ies were not completed.

Figure 1. CT scan of the abdomen demonstrating enlargement of the 
pancreatic head, which contains a 2.4 x 1.7 cm mass.
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Discussion	
This paper presents the case of a patient who presented with 
melena associated with a confirmed periampullary mass 
upon imaging studies. Masses in this region carry a high 
suspicion for malignancy of either the ampulla of Vater, 
main pancreatic duct, or the duodenum. Most commonly 
included in the differential diagnoses are pancreatic duc-
tal adenocarcinoma, distal cholangiocarcinoma, ampullary 
adenocarcinoma, and duodenal adenocarcinoma. Main-
stay of treatment is typically surgical resection by means of 
a pancreaticoduodenectomy (Whipple operation).1 Other 
consideration for a periampullary mass may be cystic or 
inflammatory in nature, such as pancreatic pseudocyst, 
peripancreatic fluid collection, or walled-off pancreatic 
necrosis. Relevant treatment includes percutaneous drain-
age and subsequent analysis of fluid components.2 Thus, in 
a patient with gastrointestinal bleeding and an appreciable 
abdominal mass on imaging, it is important for clinicians 
to perform a comprehensive workup to arrive at a proper 
diagnosis and, if possible, rule out malignancy.

Gout is a condition arising from increased serum or tis-
sue uric acid levels, either as a result of overproduction 
or diminished clearance. These elevated levels of uric acid 
in tissue spaces cause precipitation of monosodium urate 
crystals in joints, most commonly the first toe, leading to 
severe inflammation and pain. The kidney remains another 
usual location for crystal deposition, leading to nephro-
lithiasis and renal insufficiency. The disease is known to 
follow a typical progression beginning with asymptomatic 
hyperuricemia, followed by recurrent acute attacks, and 
finally escalating to chronic joint disease with tophus for-
mation.8 Diagnosis is established by examination of aspi-
rated joint or tissue fluid and identification of negatively 
birefringent crystals.3 However, gouty tophi have been 
reported to manifest in other, less common sites through-
out the body, such as the lumbar spine, penile shaft, cor-
nea, and cardiac valves. Due to the historical rarity of such 
occurrences, malignancy is often an early suspicion; thus 
the option for subsequent surgical intervention must be 
explored.4-7 These atypical presentations generally do not 
obey expected timelines for gout progression. As such, the 
tophus may be the initial manifestation of disease, specifi-
cally in females and the elderly.8 Estrogen facilitates excre-
tion of uric acid by the kidneys, making menopause a cred-
ible risk factor.9 Furthermore, the onset of gout in women 
is shown to be nearly seven years later than in men.9,10

To our knowledge, there have only been three published 
cases detailing tophi in the pancreas. Interestingly, two 
of these were incidental findings in previously healthy 
patients,11,12  and the other was diagnosed in a patient 
with known history of pseudocysts.13 Awareness of this 
rare occurrence may help eliminate unwarranted surgical 
exploration and instead direct appropriate medical man-
agement.

Conclusion
We present the case of a female with melena associated 
with a periampullary mass confirmed as pancreatic gout. 
This atypical presentation of gout should be identified in 
order to exclude a diagnosis of gastrointestinal malignancy 
and eliminate any further unnecessary intervention.

Lessons Learned
This paper reiterates the possibility for monosodium urate 
deposition in exceptional places throughout the body and 
encourages such a diagnosis be considered in a patient 
without a significant past medical history of gout.
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