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Acute pancreatitis due to pancreatic tail herniation above 
the left hemidiaphragm

Brian S Lee, Victor Guharoy, Alaa Beydoun, George B Saffouri

CASE REPORT

A 29-year-old female with past medical history of 
gastroesophageal reflux disease and obesity came to the 
emergency department with a chief complaint of left 
upper quadrant abdominal pain. Her symptoms started 
three days prior after eating a meal. She described the 
pain as 10/10 intermittent pain that radiated to the 
back associated with nausea, vomiting, and diaphoresis. 
She denied alcohol abuse, trauma, or prior abdominal 
surgeries or procedures. She did not take any medications. 
Her vital signs were within normal limits. On physical 
exam, the only notable finding was left upper quadrant 
tenderness upon palpation.

Laboratory studies showed leukocytosis of 14.8 × 103 
cells/mm3 (normal: 3.6–10.2 × 103 cells/mm3), hematocrit 
41.9% (normal: 36.7–47.1%), blood urine nitrogen of 11 
mg/dL (normal: 8–21 mg/dL), creatinine of 0.83 mg/
dL (normal: 0.57–1.11 mg/dL), and calcium level of 9.3 
mg/dL (normal: 8.6–10.2 mg/dL). Total bilirubin and 
alkaline phosphatase were within normal limits. Alanine 
aminotransferase and aspartate aminotransferase were 
slightly elevated at 52 U/L (normal 10–36 U/L) and 37 
U/L (normal: 10–30 U/L), respectively. Lipid panel was 
unremarkable. Lipase was elevated at 265 U/L (lipase 
laboratory upper limit of normal is 69 U/L). Abdominal 
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ultrasound showed fatty liver but no evidence of 
cholelithiasis or common bile duct dilatation. Computed 
tomography (CT) abdomen and pelvis with intravenous 
(IV) contrast showed a hiatal hernia with an inflamed 
pancreatic tail herniated above the left hemidiaphragm 
(Figures 1–3). Thus, the patient was diagnosed with acute 
pancreatitis due to pancreatic tail herniation. She was 
managed conservatively with fluids and analgesia. Her 
diet was advanced as tolerated (i.e., initially a liquid diet 
then advanced to a low fat, normal consistency diet which 
was well tolerated prior to discharge). She improved 
clinically and was discharged with outpatient follow-up 
with surgery for hiatal hernia repair.

Figure 1: CT abdomen and pelvis with IV contrast coronal view. 
Herniation of pancreatic tail above the left hemidiaphragm 
labeled in red asterisk.
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DISCUSSION

The pancreas and duodenum are typically held down 
by the ligament of Treitz. Due to this anatomy, pancreas 
herniation through the hiatus is rare. It has been 
proposed that stretching of the transverse mesocolon 
leads to increased laxity of posterior adhering fascia and 
enables the pancreas to herniate [1, 2]. Acute pancreatitis 

as a complication of this occurrence is even more unusual 
[3]. Trauma from repetitive transhiatal sliding of the 
organ, ischemic insults of blood vessels, incarceration 
of pancreas causing anoxic injury, and pancreatic ductal 
injuries have been suggested as the mechanisms of this 
etiology [1, 3–9].

A review of literature reveals that the majority of 
cases of acute pancreatitis due to a herniated pancreas 
have been reported in elderly patients with significant 
comorbidities [3, 4, 10]. More interestingly, the most 
common finding in this population was herniation of 
both the body and tail of the pancreas together causing 
acute pancreatitis [3, 4, 10]. So far, there have been only 
two cases that reported herniation of only the tail of the 
pancreas, and both involved a congenital diaphragmatic 
hernia [8, 9].

Our case is unique in that the patient was young 
and without many significant comorbidities. Even more 
unusual was the CT findings showing only the pancreatic 
tail herniation through the left hemidiaphragm, which 
caused her acute pancreatitis. To our knowledge, this 
is the first case of pancreatic tail herniation causing 
acute pancreatitis in a young female adult. Moreover, 
pancreatic tail herniation was not associated with a 
congenital diaphragmatic hernia. Although tail-only 
herniation likely occurs in the same proposed mechanism 
as discussed previously, it is unclear at this time why 
these are less commonly reported in the literature. It 
is conceivable that tail-only herniation is less likely to 
manifest in significant clinical symptoms compared to 
body and tail herniation because it involves a smaller 
portion of the pancreas. More research is needed to 
understand why certain parts of the pancreas becomes 
herniated and how this affects clinical presentations.

CONCLUSION

Acute pancreatitis as a complication of pancreatic tail 
herniation through the hiatus is rare. This case emphasizes 
the importance of generating a broad differential and 
the value of cross-sectional imaging in evaluating acute 
pancreatitis without clear risk factors.
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Figure 2: CT abdomen and pelvis with IV contrast sagittal view. 
Herniation of pancreatic tail above (shown in red asterisk) the 
left hemidiaphragm (marked in red arrow).

Figure 3: CT abdomen and pelvis with IV contrast axial 
view. Inflamed pancreatic tail that is herniated above the left 
hemidiaphragm shown in red asterisk.
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