
Pancreatic Cystic Neoplasms 
Cases

Tyler Stevens, MD

Cleveland Clinic

Cleveland, OH, USA



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 GI symptoms

• No prior pancreatitis

• No prior abdominal imaging



History

• PMH: Well controlled HTN, hypothyroidism

• PSH: Appendectomy in teen years

• Meds: amlodipine, HCTZ, levothyroxine

• Allergies: none

• SH: Remote smoker, no alcohol

• FH: No GI 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

• CBC, CMP normal

• CA19-9 12 units/L





Questions

• What is the diagnosis?

• Should EUS be performed for diagnosis or risk 
stratification?  



SCA

• AKA “microcystic 
adenoma”

• Comprised of many tiny 
cysts lined by glycogen 
rich cuboidal epithelium  

• Almost universally 
benign



Clinical Presentation

• ~75% female predominance

• Mean age 68 years1

• “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









Collins, Acta Cytol 2013;57:241



Questions

• What is the risk for malignant transformation 
with serous cystadenomas? 

• What are indications to resect a serous 
cystadenoma?

• Should this patient undergo resection?



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 years2)

– 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





FNA Results

• Cytology negative for atypical or malignant 
cells, negative mucin

• CEA 2011 ng/ml

• Amylase 5132 U/L



Questions

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

• What favors IPMN?

• What favors MCN?

• Does it matter for management? 



MCN

• AKA mucinous 
cystadenoma or 
cystadenocarcinoma

• Arises in dense ovarian 
stroma

• Tall mucin-producing 
epithelial cells



Clinical Presentation

• >95% women

• Commonly presents in 
4th and 5th 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





Malignant Potential

• Size correlates with malignancy1

• In resected MCNs, malignancy present in 11-
38%1,2

• 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

• Resection indicated for all MCNs

– Curative in all benign cases 

• No post-op surveillance needed

– 5 year survival about 50% for MCAC

• Surveillance can be considered in selected 
cases

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



IPMNBranch duct

Main duct 

type

Gastric Intestinal

Ban, Am J Surg Pathol 2006;30:1561



Clinical Presentation

• Diagnosed after 5th decade

• M=F

• May be multifocal

• Arises from the duct



BD-IPMN 

• Most common incidentally discovered cyst

– 202 of 330 (61%) were BD-IPMN1

• Most are small with indolent natural history

– 10-15% will enlarge slowly over >3 years2

– Few will develop malignancy

1. Correa-Gallego C, Pancreatology 2010;10:144

2. Traverso LW, Pancreas 2012;14:106



Incidental Cysts Less Concerning

Das, AJG 2008;103:1657




