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CLINICAL VIGNETTE  

 
 

Pancreas Cancer in a Pancreatic Cyst Detected at Wellness Exam
 

Hyunah Poa, MD and Shih-Fan Sun, MD 
 
Case Presentation 
 
A 51-year-old female presented for a routine health mainte-
nance exam.  She reported a sensation of fullness in her left 
upper abdomen for about two months.  It was intermittent, but 
increased when lying down or when eating a large meal.  She 
had no appetite or bowel changes.  She reported three prior 
episodes of emesis after eating quickly, but no other nausea or 
vomiting.  She had no alcohol or tobacco use or history of 
pancreatitis or other abdominal pain in the past. Family history 
was remarkable for a sister with lupus, mother with cervical 
cancer and paternal grandmother with pancreatic cancer.  
Physical exam was unremarkable except for mild tenderness in 
her left upper abdomen, without guarding or palpable masses.  
Labs were unremarkable except for HgA1C of 6.1.  Liver en-
zymes were normal.  Abdominal ultrasound showed a large, 
round, complex cystic mass within the body/tail of the pancreas 
measuring 7.9 x 7.1 x 7.1 cm with internal vascularity with a 
few thin, internal septations.  CT ABD/pelvis confirmed a large, 
fairly well-circumscribed 9.0 x 7.2 x 7.5 cm encapsulated 
solid/cystic mass involving the body and tail of the pancreas.  
The distal pancreatic duct was dilated and several low density 
lesions were seen in the liver. Additional labs included elevated 
Amylase 166 (31-124 U/L) and Lipase 474 (9-63 U/L). 
 
Endoscopic ultrasound with cyst aspiration showed rare, atypi-
cal cells. Fine Needle aspiration/core biopsy of solid mass 
showed mucinous cystic neoplasm (MCN) with at least high 
grade dysplasia.  CEA in cystic fluid was 51,100 ng/mL with 
cutoff for mucinous cyst 192ng/mL).1   FNA of liver was 
negative for carcinoma.  The patient underwent robotic assisted 
distal pancreatectomy and splenectomy.  Pathology revealed an 
intact distal pancreatectomy specimen that had solid and cystic 
components with hemorrhagic cyst contents.  Gross pathology 
was consistent with mucinous cystic neoplasm (MCN) with a 
0.3 cm focus of invasive adenocarcinoma.  Staging was pT1aN0 
(AJCC Stage 1a) with 0/17 lymph nodes involved.  CA 19-9 
was < 3 before and after surgery. 
 
She had an uneventful post-operative course with return of 
bowel function on POD3.  She was discharged on POD5 on 
enoxaparin and home drain care.  At two week follow-up, she 
was eating eggs, rice, and vegetables with 3-5 bowel move-
ments/day with good pain control on ibuprofen.  At six month 
follow up she was feeling well.  She was offered systemic 
chemotherapy at the time of diagnosis but declined and has 
annual MR surveillance for recurrence. 
 

Discussion 
 
Many patients with pancreatic cysts are asymptomatic, detected 
incidentally on imaging performed for unrelated reasons.  When 
symptoms are present, they are often nonspecific.2,3   The major 
challenge in the evaluation of pancreatic cystic neoplasms 
(PCNs) is identifying lesions with malignant potential or signs 
of malignancy while not subjecting patients to unnecessary 
testing.2,4,5  Most PCNs are found incidentally.  The World 
Health Organization classifies PCNs into four groups, based on 
histology, which have varying malignant potential: 1). Serous 
Cystic Tumors; 2). Mucinous Cystic Neoplasms; 3). Intraductal 
Papillary Mucinous Neoplasms; and 4). Solid Pseudopapillary 
Neoplasms.  Pancreatic protocol CT or MRI/magnetic reso-
nance cholangiopancreatography (MRCP) are helpful to identi-
fy cyst type, size, and features associated with malignancy.  
 
Incidentally detected pancreatic cysts have low risk of 
malignancy.1,3,6   Three factors were associated with increased 
malignancy risk.  1). Size, with 43% malignancy in cysts >3 cm, 
compared with 22% risk for cysts <3 cm, odds rato 3.0). 2). 
Presence of a solid component within the cyst (73 versus 23 
percent if there was no solid component, OR  7.7).  3). Dilated 
pancreatic duct with 47% malignancy versus 33% if the duct 
was not dilated, OR 2.4, 95% CI 0.7-8.0).  Cyst enlargement 
over time was not associated with increased risk of 
malignancy.7  
 
Management of pancreatic cystic neoplasms has been reviewed 
by three organizations.  In 2012 by the International Associa-
tion of Pancreatology, in 2015 by the American Gastroen-
terological Association, and in 2015 by the American College 
of Gastroenterology.2,4,5  
 
In general, surgery is indicated for cysts with malignant 
cytology, cysts that are causing complications, cysts with 
features concerning for malignancy and cysts with significant 
malignant potential, including MCNs, main-duct IPMNs and 
SPNs.  The decision to operate should take into account factors 
such as the patient’s age, general health, suspicion for 
malignancy, or malignant risk to the patient.1-4  
 
The majority of exocrine pancreatic cancers (85%) are 
adenocarcinomas arising from the ductal epithelium. Surgical 
resection is the only potentially curative treatment.  Because of 
the late presentation of the disease, only 15-20% of patients are 
candidates for pancreatectomy.  The prognosis of pancreatic 
cancer is poor even in those with potentially resectable disease.  



  
 
Despite progress in surgical techniques and adjuvant therapy, 
the evidence that outcomes are improving over time is 
equivocal.1,6   Favorable prognosis is associated with early 
resection, negative nodes if more than 15 were sampled, and 
adjuvant chemotherapy.  There are limited 5-15 year survivors.  
The National Cancer Institute database has shown improving 
prognosis with survival beyond five years.7 
 
Antimicrobial prophylaxis is recommended in patients under-
going complete or partial pancreatectomy,8 as well as 
thromboprophylaxis.  Those undergoing splenectomy should be 
vaccinated against encapsulated organisms: streptococcus 
pneumoniae, Neisseria meningitides, and Hemophilus influ-
enza.9  
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