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Serous cystadenomas represent 16% of pancreatic serous neoplasms. It can be subdivided
into 4 variants: polycystic, oligocystic, honeycomb and solid. Such tumors rarely turn ma-
lignant. Most are asymptomatic at the time of diagnosis, but symptomatic patients mainly
suffer from abdominal pain and pancreaticobiliary symptoms. Due to the usually benign
status, no follow-up or surgery is usually required. This case report concerns a histologically
proven serous cystadenoma in an 84-year elderly woman. Due to benign status, no follow-
up was required. Thirteen years later she was diagnosed with malignant transformation on
computed tomography.

© 2023 The Authors. Published by Elsevier Inc. on behalf of University of Washington.

This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/)

Introduction

Cystic lesions of the pancreas have 2.6 % and 19.6 % prevalence
[1]. A retrospective review found serous cystadenomas (SCAs)
to represent 16% of pancreatic cystic neoplasms [2]. It is typi-
cally found in women (74%) with a mean age of 58. About 40%
of the time SCA is in the head, the remaining 34% in the body,
and 26% in the tail of the pancreas [3].

Former studies show that 61% of patients with SCA are
asymptomatic at the time of diagnosis [3]. However, symp-
toms can develop due to enlargement of the cyst and pressure
on nearby organs [4]. Symptomatic patients can suffer from
abdominal pain (27%), pancreaticobiliary symptoms (9%), and

diabetes mellitus (5%). Abdominal mass, nausea, vomiting,
and weakness have also been reported [3].

It is rare for SCA to turn malignant [3]. However, CT attenu-
ation is not a reliable method to distinguish pancreatic serous
cystadenomas from adenocarcinoma due to an overlap in the
attenuation and the heterogeneity of SCA [5].

Locally aggressive SCAs have previously been cytologically
and histologically examined, proving similar traits as SCAs [1].
Furthermore, cytopathologic diagnosis of SCAs through fine
needle aspiration (FNA) has proven to be difficult. Only 20% of
diagnoses were based on endoscopic ultrasound guided FNAs
[6]. The diagnosis is troublesome due to the specimen lacking
the specific cellular characteristics or adequate cellularity [6].
Sometimes the samples are contaminated by gastrointestinal
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Fig. 1 - Computed tomography with contrast in a venous
phase. Shows the axial plane from a 87-years old woman
with a pancreatic serous cystadenoma.

epithelium that further hinders the accurate diagnosis of SCA
[7]. We present an unusual case of a previous benign SCA with
malignant transformation.

Case report/series

An 84-year-old woman turned to the emergency department
in 2009 due to recurring cystitis. She was admitted with
macroscopic hematuria without fever or abdominal pain.
Physical exams of the heart, lungs, abdomen, and extremi-
ties provided no additional clues. No previous history of alco-
hol or smoking. Previous hypertension was now well-treated
on Corodil. Normal blood samples (incl. liver, amylase, and
hemoglobin). This led to an incidental finding of 2 9 x 13 x 12
cm tumor in cauda pancreas on the urography (Figs. 1 and 2).
A biopsy confirmed the diagnosis of a microcystic serous cys-
tadenoma. Surgery was not recommended due to age and be-
nign status.

At the age of 97 in 2022 she was admitted due to ab-
dominal pain under the left curvature and nausea. Physical
exam revealed a flat and non-peritoneal abdomen with a hard
tumor under the left curvature. Blood samples proved low
hemoglobin, lightly increased infection numbers and normal
electrolytes. A new computed tomography of the abdomen
showed growth of the previous tumor to 11 x 14 x 15 cm
with ingrowth to the nearby intestines and abdominal wall.
Lymph node conglomerates were present posteriorly to as-
cending aorta and in porta hepatis (Figs. 3 and 4). Treatment
was not chosen again due to age and the patient’s own wishes.

Discussion

A frequent sign of SCA on CT are lobulated margins (70%) and
internal septations (83%). Approximately one-third presents
with internal calcifications, of which half is centrally and half

Fig. 2 - Computed tomography with contrast in a venous
phase. Shows the coronal plane from the same patient.

is peripherally located. Seldomly they are lined up along inter-
nal septations.

Comparing solid and cystic components and background
pancreas on the arterial phase with their counterpart on the
venous phase proved no difference in attenuation. Peripheral
rim enhancement on the arterial phase was found in 31%, and
present in 23% in the portal venous phase. Seldomly, dilation
of the pancreatic duct (14%) and common bile duct (3%) is
seen. However, SCA was found to displace surrounding vas-
cularity due to mass effect in 23% [5].

Despite the previously mentioned characteristics SCA has
been further divided into multiple presentations on CT. Mor-
phologically it can range from polycystic, oligocystic, honey-
comb, and solid patterns [1].

The polycystic variation is the most common form of pre-
sentation and is estimated to be around 70% of the cases of
SCA. Typically, it consists of more than 6 cysts and ranges up
to 2 cm in size. A fibrous central scar is seen in 30% of these
cases and is highly specific for SCA [1].

The oligocystic variation is seen in 10% of the cases and
is composed of larger but fewer cysts. These show no central
scarring [1]. This can prove difficult to differ from intraduc-
tal papillary mucinous neoplasm (IPMN) and mucinous cys-
tic neoplasms (MCN). External lobulation is more indicative of
MCN and IPMNs. Usually, communication with the pancreatic
duct is not seen with the polycystic and oligocystic pattern [1].

The honeycomb variation constitutes 20% of the cases. It
consists of multiple tiny cysts that may be poorly depicted on
a CT. They may therefore primarily present as soft tissue or
mixed attenuation masses [1].
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Fig. 3 - Computed tomography with contrast in a venous
phase. Shows the axial plane from the same patient 13
years later. The previously mentioned pancreatic serous
cystadenoma has grown in size with ingrowth to the
nearby intestines and abdominal wall.

Fig 4 - Computed tomography with contrast in a venous
phase. Shows the coronal plane from the same patient 13
years later.

Seldomly, an SCA will present itself with a solid pattern.
It contains no cystic pattern and is histopathologically shown
to contain thick fibrous bands. A hypervascular pattern can be
seen if the stroma demonstrates contrast enhancement [1].

There is slight discussion surrounding the management
regime of SCAs.

Due to the usually benign tumor type, surgery is usually
not recommended unless it produces symptoms. A certain
diagnosis requires no further follow-up or evaluation [4]. In
case the tumor is causing symptoms, surgery can be indi-
cated. It can be difficult to ascertain whether the symptoms
are truly due to the mass as only 9% report pancreaticobil-
iary symptoms and 27% presented with nonspecific abdomi-
nal pain. Certainly, if a previously asymptomatic patient ac-
quires new symptoms, further diagnostics may be indicated
[4]. Some have suggested surgery according to either tumor
size or growth rate [3]. A prospective study by El-Hayek et al.
[8] suggests surveillance in asymptomatics regardless of the
size on initial scans.

A malignant transformation is a rare case. Jais et al.
[3] found 3 serous cystadenocarcinomas (0.1%) in a population
of 2622 which is below the usually described percentage of
1%-3% [3]. This case was an incidental finding with no specific
symptoms related to the mass. It was histologically confirmed
to be SCA, hence further surgery was not chosen despite tu-
mor size. There were no further diagnostics until new symp-
toms arose 13 years later. This case followed the suggested
management with wait-and-see.

Patient consent

The patient has given written consent confirming the use of
clinical history and scan results for this case report.

REFERENCES

[1] Chu LG, Singhi AD, Haroun RR, Hruban RH, Fishman EK. The
many faces of pancreatic serous cystadenoma: radiologic and
pathologic correlation. Diagn Inter Imaging
2017;98(3):191-202. doi:10.1016/j.diii.2016.08.005.

[2] Valsangkar NP, Morales-Oyarvide V, Thayer SP, Ferrone CR,
Wargo JA, Warshaw AL, et al. 851 resected cystic tumors of the
pancreas: a 33-year experience at the Massachusetts General
Hospital. Surgery 2012;152(3 Suppl 1):54-S12.
doi:10.1016/j.surg.2012.05.033.

[3] Jais B, Rebours V, Malleo G, Salvia R, Fontana M, Maggino L,

et al. Serous cystic neoplasm of the pancreas: a multinational

study of 2622 patients under the auspices of the International

Association of Pancreatology and European Pancreatic Club

(European Study Group on Cystic Tumors of the Pancreas). Gut

2016;65(2):305-12. doi:10.1136/gutjnl-2015-309638.

Khalid, A., McGrath, K. Pancreatic cystic neoplasms: clinical

manifestations, diagnosis, and management. In: UpToDate.

Post TW (Ed), UpToDate, Waltham, MA.

Chu LG, Singhi AD, Hruban RH, Fishman EK. Characterization

of pancreatic serous cystadenoma on dual-phase

multidetector computed tomography. ] Comput Assist Tomogr
2014;38(2):258-63.

doi: 10.1097/RCT.10.1097/RCT.0b013e3182ab1556.

Lilo MT, VandenBussche CJ, Allison DB, Lennon AM,

Younes BK, Hruban RH, et al. Serous cystadenoma of the

pancreas: potentials and pitfalls of a preoperative

cytopathologic diagnosis. Acta Cytologica 2017;61(1):27-33.
doi:10.1159/000452471.

[4

[5

6


https://doi.org/10.1016/j.diii.2016.08.005
https://doi.org/10.1016/j.surg.2012.05.033
https://doi.org/10.1136/gutjnl-2015-309638
https://doi.org/10.1097/RCT.10.1097/RCT.0b013e3182ab1556
https://doi.org/10.1159/000452471

RAaDIOLOGY CASE REPORTS 18 (2023) 2850-2853 2853

[7] Belsley NA, Pitman MB, Lauwers GY, Brugge WR, Deshpande V. [8] El-Hayek KM, Brown N, O’Rourke C, Falk G, Morris-Stiff G,
Serous cystadenoma of the pancreas: limitations and pitfalls Walsh RM. Rate of growth of pancreatic serous cystadenoma
of endoscopic ultrasound-guided fine-needle aspiration as an indication for resection. Surgery 2013;154(4):794-800

biopsy. Cancer 2008;114(2):102-10. doi:10.1002/cncr.23346. discussion 800-2. doi:10.1016/j.surg.2013.07.005.


https://doi.org/10.1002/cncr.23346
https://doi.org/10.1016/j.surg.2013.07.005

	A case report: Serous cystadenoma in the pancreas turned malignant
	 Introduction
	 Case report/series
	 Discussion
	 Patient consent
	 References


