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Abstract. We report a 54-year-old female with a CT image of a 6x4 cm multiloculated pancreatic mass, invad-
ing the posterior wall of the stomach. At radiofluoroscopy the mid portion of the stomach was hypokinetic and
narrowed, and at gastroscopy the mucosal folds in the corresponding area were rigid. Therefore, radiological
methods strongly suggested the diagnosis of locally advanced cystadenocarcinoma. After surgery, pathomor-
phological examination showed marked peritumoural inflammation, and the cysts were lined by cuboidal, nor-
motypic epithelium, not producing mucus. This is an unusual case of oligocystic variant of serous cystadenoma

imitating invasive cystadenocarcinoma.
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The major challenge in the diagnosis of cystic
pancreatic lesions involves distinguishing among
a postinflammatory pseudocyst, serous cystadeno-
ma, mucinous cystadenoma/cystadenocarcinoma,
intraductal papillary mucinous neoplasia and endoc-
rine tumour with cystic degeneration (2). We report
a case of pancreatic serous cystadenoma mimicking
both, clinically and on imaging findings, locally
advanced cystadenocarcinoma.

Case report

A 54-year-old woman was evaluated for intermit-
tent epigastric discomfort, which had caused
a reduction of her dietary intake, leading to 3 kg loss
of weight. Ultrasonography and helical computerized
tomography (CT) showed a 6x4 cm multiloculated
cystic mass involving the head of the pancreas and
invading the stomach (Fig. 1). Besides, there was
a punctuate calcification in the central part of the
tumour (visible also on precontrast scans). There
were no mural nodules or papillary projections inside
the cysts. The patient refused fine needle aspiration

biopsy of the tumour. Her past medical history inclu-
ded arterial hypertension and gastric ulcer, but no
acute or chronic pancreatitis. Physical examination
was essentially unrevealing and routine laboratory
investigations, including tumour markers CEA and
CA19-9, were normal. At radiofluoroscopy the mid
portion of the stomach was hypokinetic and narro-
wed suggesting a malignancy (Fig. 2). The upper
gastrointestinal endoscopy showed thickened and
rigid mucosal folds on the posterior area of gastric
body, however, multiple forceps biopsies failed to
prove neoplasia. According to large size of the cysts
and extension of the tumour into the stomach, our
preoperative diagnosis was locally advanced cysta-
denocarcinoma. Laparotomy confirmed pancreatic
cystic mass being in direct continuation with the
posterior surface of the stomach and showing signi-
ficant peritumoural inflammation. On surgical inspec-
tion the antrum was hard and stiff, like in “linitis plas-
tica”. Surgical resection of the tumour with pancrea-
ticojejunostomy were performed. There was no real
ingrowth of the pancreatic tumour into the gastric
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Figure 2
Radiofluoroscopy shows narrowing of the gastric lumen
(arrowheads) highly suggestive of malignancy.

wall, therefore no resection procedure was perfor-
med on the stomach. At histology the cysts were
lined by cuboidal normotypic epithelium, not staining
for mucus (AB/PAS negative), which was consistent
with the diagnosis of serous cystadenoma (Fig. 3).
The gastric sample taken from antrum was not fibro-
tic and did not show cancer cells.

Discussion

Serous cystadenoma usually occurs in middle-
aged or elderly females and is a benign tumour with
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Figure 1

CT shows a large, multiloculated
cyst (asterisk) involving the head of
the pancreas. The cystic mass
extends to the posterior gastric wall.
Besides, there is a punctuate
calcification in the central part of
the tumour.

Figure 3
Histopathology shows a myriad of cysts lined by cuboidal
AB/PAS-negative epithelium.

low potential for malignant change. This tumour usu-
ally is morphologically distinguishable from mucinous
cystadenoma, which requires resection due to high
malignant potential. Serous cystadenoma is primarily
composed of a myriad of thin-walled small cysts
(< 2 cm) or microcysts surrounding a central scar,
which may be calcified (honeycomb appearance).
Cysts, which are filled with watery fluid, are lined by
a single layer of benign-appearing and glycogen-rich
cuboidal epithelium (2). Small serous cystadenomas
are most frequently found incidentally and may be




managed with observation alone. Larger cystadeno-
mas are symptomatic in the majority of cases, may
displace adjacent organs and undergo malignant
transformation in up to 3 % of cases (7,9).

In our patient the size of cysts suggested mucinous
cystadenoma and extension of this tumour to the sto-
mach indicated locally advanced cystadenocarcino-
ma. However, this initial diagnosis was not confirmed
by postsurgical histopathology of the entire tumour,
which showed cysts lined by cuboidal epithelium,
demonstrating no mucin or atypia.

Mimicking by benign cystic tumours of an invasive
cystadenocarcinoma on CT or magnetic resonance is
unusual. Japanese authors reported serous cystade-
nomas producing obstructive jaundice or left-sided
portal hypertension (4,5). Moreover, Maire et al. (7)
described 3 cases of entirely benign mucinous cysta-
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