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History

67 year old woman presents because of
pancreatic mass identified on imaging

Abdominal mass palpated on preventative
physical examination

Denies abdominal pain, fullness, nausea,
anorexia, weight loss, diarrhea, jaundice, or
other Gl symptoms

No prior pancreatitis
No prior abdominal imaging



History

PMH: Well controlled HTN, hypothyroidism
PSH: Appendectomy in teen years

Meds: amlodipine, HCTZ, levothyroxine

Al
SH

FH

ergies: none
: Remote smoker, no alcohol

: No Gl cancers or pancreatitis

Complete ROS: Negative!



Physical Exam

HR 70, BP 135/83, RR 12, T 36.0

HEENT: Anicteric sclera

Neck: lymphadenopathy, thyroidectomy scar
Heart: RRR, no murmur

Lungs: Clear

Abdomen: Firm ‘orange-sized’ mass in RUQ,
no tenderness, good bowel sounds

Extremities: No edema



Labs

e CBC, CMP normal
* CA19-9 12 units/L






Questions

 What is the diagnosis?

* Should EUS be performed for diagnosis or risk
stratification?
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Clinical Presentation

~75% female predominance
Mean age 68 years!
“Grandmother’s tumor”

Rarely present with jaundice, pain,
pancreatitis, or palpable mass

Diagnosis usually based on imaging

Compagno J, Am J Clin Pathol 1978;69:289



Imaging

Found throughout pancreas

— Slight predominance in head
Honeycomb appearance

Central scar or calcifications

Oligo or macrocystic variant in 10%

— Harder to diagnose based on imaging (may require
FNA)

— Seen commonly in VHL
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Fig. 2. This composite image from different cases shows the epithelial groups arranged in small round clusters
(a, b). The nuclei are round to oval with minimal variation in size and arranged in orderly three-dimensional
clusters (¢, d). There is a moderate amount of indistinct cytoplasm (e) and the chromatin pattern by alcohol
fixation is finely granular with small chromocenters. f Higher power from the case illustrated in e. EUS FNA as-
pirate smears, alcohol fixation, Papanicolaon stain.

Collins, Acta Cytol 2013;57:241



Questions

 What is the risk for malignant transformation
with serous cystadenomas?

e What are indications to resect a serous
cystadenoma?

* Should this patient undergo resection?



Reflerence Patients Signs of malignancy Tumor  Microscopic features. Immuno-
Mo, first author  year  typeof n age Se8 primary umor metastases :“R nuclear papillary Ty
publication Years atypia! structures
5 Firinsky 1984 Case neport 1 (3] F Mo Synchronous, in liver, 3 MNA MNA A
spleen and parietal
hone?
L3 Goorge 1989 Case report 1 T M Infiltration of Synchronous, 1 Fogal, No NA
spleen and in stomach and liver mild
meiasiases
14 Fricdmann 1% Case report 1 74 F Infiliration Synchronous, in liver, 19 % Slight, Yes CEA+a+ NSE: 50%,
lungs, bone marrow, 16w 10 bland arcas synapiophysing 5%,
adrenal glands and chromogranin -
Iymiph nodes
15 Kamei 19 Case report 1 72 F Perincural N 10 Distinet NA CA 10D +24, CEA -
+ 16 invasion
17 Okada® 1] Case reporl 1 63 F NA Metachronous (5 vears), WA NA MNA MNA
in the liver
18 Yoshimi 1942 Case report 1 X3 F Mo Metachronous (3 vears), 12 Slight in Mo CEA -
in the liver 1 10 SOME ANCAS
1% Ohita 1943 Case report 1 [ M Wascular and peri= Mo 2ix Facal, ¥es, CA 1S focally +,
vascular invasion 25x20  mld focal CEA =, factor VIl -
20 Widmaier! 1996 Case report 1 Tl M Invasion of pan- Synchronous, 4 Mo Yes Cwloceratin +,
creatic and peri- singular lymph node Factor V111 -
pancreatic lissue
21 Ishikawa 18 Retrospective 117 63 F Mo Metachronous (3 vears), 12 Mild MNo CA 199 +44,
study in the liver pid, CEA -,
Keras mutation -
2 Siecht A Rerospestive 2210 NA NA - NA NA NA MA WA NA
sludy
23 Eriguchi 1998 Cose report 1 Sh F Mo Synchironous and 16 Mo NA NA
mietachronous {9 vears) =9
in the liver
4 Abs 1998 Casc report 1 Tl F Invasson of lymph Mo 12x Slight NA M
nisibe andd peri- BExd
PANCTEANIC ssue
25 Schmidl= 18 Retrospective 4722 67 2IM, | case invasion 1 cansees i, 3 Cinses: WA NA ™A NA WA
Raohlfing® study {52-74) IF  of adrenal gland,
Jcasess NA
26 Kimura 1% Retrospective 207 33,66 F.M  Both: newral and No 53 NA Yes A
study stromal invasion
27 Horvath 1" Retrospective 125 R F WA NA [ NA WA WA
sludy
8 W 1R Case repont 1 57 F Ocult Liver metastasis of NA NA NA MNA
oecall tumor, pancreatic
tumor & vears,
metachronous liver
mietastases 10 years later
Present 1 1 iR F Mo Metachronows (2 vears) 14w Slighn, Yes P33 prinuary lumos
case i the liver Tud focal < 1% mretastases
1=5%, CA 198 -,
adher markers: table |
MNA = Not available,

' Pancreatic tumar.

Mo histobogical specimen obtained.
T Only ntle lised in Medline,

* Reports from the same institution.

Strobel O, Digestion 2003:68:24



“Although serous
cystadenocarcinomas may occur, they
are so rare that SCNs of the pancreas
should be considered (and managed)

as benign neoplasms”

Sakorafas GH, Primary pancreatic cystic neoplasms revisited. Part I: serous cystic neoplasms.
Surg Oncol 2011;20:e84



Management

» Surgery rarely indicated, except if...1
— Rapid growth (e.g. >4cm, doubling time >12 years?)
— Obstructive complications or worrisome imaging findings
— Uncertain diagnosis

* For other lesions, imaging surveillance (every 1-2
years) is appropriate

1. Sakorafas GH, Surg Onc 2011;20:e84
2. El-Hayek KM, Surgery 2013;154:794



History

* 43 year-old woman referred for opinion on
pancreatic cyst

* Cholecystectomy 5 months prior for RUQ pain,
gallstones, and porcelain gallbladder
— Cystic duct stump leak resolved with ERCP

— Pain resolved and patient currently feeling well

* Post-op CT scan revealed the cyst






History

PMH: DM2, obesity, fatty liver

PSH: Cholecystectomy, Bladder sling
Meds: Insulin, glucophage

Allergies: none

SH: Never smoker, no alcohol

FH: No pancreatic cancer



Physical Exam

HR 82, BP 110/75, RR 12, T 37.0

HEENT: Anicteric sclera, obese (BMI 31)
Neck: lymphadenopathy, thyroidectomy scar
Heart: RRR, no murmur

Lungs: Clear

Abdomen: Non-tender, non-distended

Extremities: No edema
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FNA Results

* Cytology negative for atypical or malighant
cells, negative mucin

* CEA 2011 ng/ml
 Amylase 5132 U/L



Questions

The patient has done some internet searches,
and asks “do | have an IPMN or an MCN?”

What favors IPMN?
What favors MICN?

Does it matter for management?



* AKA mucinous
cystadenoma or
cystadenocarcinoma

e Arises in dense ovarian
stroma

e Tall mucin-producing
epithelial cells




Clinical Presentation

>95% women

Commonly presents in
4th and 5t decades

“Mother’s tumor”

Usually incidental or
vague symptoms




Imaging

Unifocal

>95% in body/tail

Single spherical mass
Unilocular or paucilocular
No ductal communication

Occasional peripheral
calcifications
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Malignhant Potential

* Size correlates with malignancy?

* In resected MCNs, malignancy present in 11-
38%12

e Solid component or mural nodules suggest
malignant transformation

1. Reddy RP, Clin Gastroenterol Hepatol 2004;2:1026
2. Zamboni G, Am J Surg Path 1999;23:410









Management

e Resection indicated for all MCNs

— Curative in all benign cases

* No post-op surveillance needed

— 5 year survival about 50% for MCAC

e Surveillance can be considered in selected
cases

— E.g. Little old ladies with cyst <2cm



TABLE 1. Major Location of Gastric and Intestinal-type
IPMMNS

Main Duct Branch Duct
Gastric type (n = 50, 100%) 1 (2) 49 (98)
- Intestinal type (n = 30, 100%) 22(73) B(2T)

Lesion no. (%) P =005

_* TABLE 2. Histologic Grade of Gastric and Intestinal-type
- IPMMs

Benign ~ Borderine ~

Borderline Carcinoma
Gastric type (n = 50, 100%) 46 (92) 4(8)
Intestinal type (n = 30, 100%%) f(20) 24 (B0)

Lesion no. (%) P = 0.05

Ban, Am J Surg Pathol 2006;30:1561



Clinical Presentation

Diagnosed after 5" decade
M=F

May be multifocal

Arises from the duct



BD-IPMN

* Most common incidentally discovered cyst
— 202 of 330 (61%) were BD-IPMN!

 Most are small with indolent natural history
— 10-15% will enlarge slowly over >3 years?
— Few will develop malignancy

1. Correa-Gallego C, Pancreatology 2010;10:144
2. Traverso LW, Pancreas 2012;14:106



Incidental Cysts Less Concerning
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Figure 1. The figure shows the Kaplan—Meier curves of estimated
duration of growth-free period in patients with pancreatic cystic
lesions <3.0 cm in diameter and in those with larger cysts. The P
value of the log-rank test was significant at 0.004.

Das, AJG 2008;103:1657






