
Giant pancreatic mucinous  

cystadenoma with malignant  
transformation 
Jerica CHAI 1, Vui Heng CHONG 2, Ian BICKLE 1 
1 Department of Radiology and 2 Department of Medicine, RIPAS Hospital,  

Brunei Darussalam 

ABSTRACT 

Pancreatic cystic lesions are uncommon and most are detected incidentally. They can be categorised 

into inflammatory and non-inflammatory or non-neoplastic and neoplastic. Inflammatory pancreatic 

cyst, pseudocysts occur in association with pancreatitis. Non-inflammatory cysts can be non-neoplastic 

or neoplastic. Cystic neoplasms include serous cystadenoma, mucinous cystic neoplasms, intraductal 

papillary mucinous neoplasms and solid pseudopapillary neoplasms. Cystic neoplasms, with the excep-

tion of the serous variant have malignant potential and need to be evaluated and followed up. Imaging 

represent an important part of the evaluation. Most lesions are small to moderate upon detection and 

large or giant lesions are rare. We report the case of a 43-year-old lady who presented with a giant 

mucinous cystic lesion and discuss on cystic lesions of the pancreas and the imaging features that may 

help to differentiate these lesions. 
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INTRODUCTION 

Pancreatic cystic lesions are generally uncom-

mon and can be categorised into either in-

flammatory and non-inflammatory or non-

neoplastic and neoplastic. 1 Inflammatory 

pancreatic cysts are pseudocysts that occur in 

association with pancreatitis. The non-

inflammatory cysts can be non-neoplastic or 

neoplastic. Pancreatic cystic neoplasms espe-

cially the mucinous types have malignant po-

tential and need to be evaluated and followed 

up. 1 Differentiating these different cystic 
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CASE REPORT 

lesions is still difficult without histological 

evaluations. Radiological investigations such 

as ultrasound and computed tomography 

scans represent an important part of the eval-

uation as they can provide important infor-

mation that may provide clues to the underly-

ing types of cysts. However, endoscopic ultra-

sound a favoured investigation as it allows 

cysts characterisation and tissue sampling 

with low complications rate. 1 Most cystic le-

sions are detected incidentally and are small 

to moderate. Large or giant lesions are rare. 4

-6 We report the case of a 43-year-old lady 

who presented with a giant mucinous cystic 

lesion and discuss on cystic lesions of the 

pancreas and the imaging features that may 



CASE REPORT 

A 43-year-old Malay lady was referred with 

increasing upper abdominal discomfort over 

the past three weeks. This was intermittent 

and was associated with feeling of fullness. 

She also reported five kilograms of weight 

loss over the past 12 months. Apart from this, 

she denied any other symptoms. Her past 

medical history was only relevant for hyper-

tension. There was also no family history of 

any gastrointestinal cancers. She was a non-

smoker and did not consume any alcohol. 

 

Physical examination revealed a firm 

mass in the left upper quadrant, extending 

beyond the umbilicus. Examinations of the 

other systems were unremarkable. Investiga-

tions demonstrated mild microcytic anaemia 

and slight derangement with her prothrombin 

time (13.7 sec, Normal <11) but INR was 

normal (1.2). Serum tumour markers were 

elevated; carcinoembryonic antigen (CEA) of 

10.39 (<5) and the carbohydrate antigen (CA 

19-9) of 2,637 U/ml (0-37). The rest of her 

investigations, including inflammatory mark-

ers (C reactive protein, CRP and erythrocyte 

sedimentation rate, ESR), thyroid function, 

liver function tests, amylases and lipases 

were all normal. 

help to differentiate these lesions. 

CHAI et al. Brunei Int Med J. 2014; 10 (3): 178 

A computed tomography (CT) was 

performed and this showed a large cystic tu-

mour with thin septations arising from the 

body and tail of the pancreas (Figures 1). The 

tumour measured 26cm x 24cm. Being so 

large (size >5cm), the tumour displaced or-

gans adjacent to it. These findings suggested 

very strongly the possibility of a giant mucin-

ous cystic pancreatic tumour.  

 

The patient was advised to have a 

surgical resection. However, despite detailed 

discussions and persuasions, the patient and 

family declined any intervention and wanted 

to try traditional treatment. She was advised 

to return at any time should she change her 

mind or develop new symptoms. Unfortunate-

ly she failed to return for her scheduled ap-

pointment and did not return after being con-

tacted by phone.  

 

A review of her past medical history 

revealed that she had presented twice previ-

ously for similar complaints but had not dis-

closed this information. The first presentation 

was four years previously. She was seen by 

the surgical service, and an ultrasound and CT 

Figs. 1: a) A contrast 

enhanced axial com-

puted tomography 

image showing a 

giant septated cystic 

lesions of the pan-

creas with displace-

ment of the adjacent 

organ, b) A sagittal 

image of the cystic 

lesion. a b 
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scans had demonstrated a 13-cm multi-

septated cystic mass in the pancreatic body 

and tail, suggestive of a mucinous cystic tu-

mour. A serum CA 19-9 level was mildly ele-

vated at 36.46 U/ml (<37). At that time, she 

also had declined any intervention and had 

missed her follow-up appointment. Seven 

months following that presentation, she again 

presented to the Emergency Department with 

similar complaints, but declined admission or 

any further intervention. She failed to return 

for her outpatient follow-up appointments. 

 

She represented several months after 

the last admission with deterioration of her 

condition with weight loss, increasing ab-

dominal distension and general debilitation. 

Tumour markers was markedly elevated sug-

gestive of malignant transformation. Imaging 

showed the cystic lesions and ascites. Aspira-

tion of the cystic lesion and ascites showed 

malignant cells consistent with malignant 

cystic lesion of the pancreas. She was re-

ferred to the palliative care team for further 

management. She died several weeks later. 

less common lesions. Cystic neoplasms broad-

ly include other cystic lesions and it is im-

portant there are associated with malignan-

cies. It is probably better to categorise cystic 

lesions into neoplastic or non-neoplastic. Ta-

ble 1 summarises the type of pancreatic cystic 

lesions, characteristics and malignant poten-

tial.  

 

Given that these lesions are now are 

diagnosed with increasing frequency and often 

detected incidentally on abdominal imaging 

done for other indications. 4 This creates a 

major challenge for clinicians who have to 

manage these patients given the difficulty 

with making a reliable diagnosis. From the 

paitents’ point of view, it creates a lot of anxi-

ety in addition to the added cost of investiga-

tions and being off work. Therefore, clinicians 

should be aware of the various types of cystic 

lesions of the pancreas, their management 

and the controversies that still surround them.  

 

 True cystic have cuboidal epithelial 

lining and are benign. These do not require 

any treatment unless there is superadded in-

fection or increase in size to cause symptoms 

from mass effects. Lympho-epithelial cysts 

are lined by mature keratinising squamous 

epithelium that is surrounded by a layer of 

lymphoid tissue. The natural history of these 

benign cysts is not very clear at present. Gen-

erally infective seeding of cysts lesions, be-

nign or neoplastic are uncommon and often 

occur after aspiration or biopsy. Pseudocyts in 

association with pancreatitis although benign 

requires follow up, especially the bigger ones. 

Retention cysts are a consequence of pancre-

atic duct obstruction causing dilated pancreat-

ic side branches. Currently, the natural history 

of this lesion is also uncertain. Mucinous non-

DISCUSSION 

In the evaluation of pancreatic cystic lesions, 

it is important to differentiate the types of 

lesions as the treatment or follow up strate-

gies are different. Currently, pancreatic cystic 

lesions are categorised as inflammatory and 

non-inflammatory or neoplastic or non-

neoplastic. There is overlap between these 

two classifications. Inflammatory cysts are 

often associated with pancreatitis. Although 

benign, they can be associated with significant 

comorbidity and even mortality due to under-

lying pancreatic problems or sepsis. Non-

inflammatory cystic lesions include cystic neo-

plasms, true benign pancreatic cysts or other 



neoplastic cysts are very similar to neoplastic 

mucinous cysts. Both have mucinous lining 

but on histology, mucinous non-neoplastic 

cysts do not have neoplastic features or any 

ductal communication  

 

Among the types of cystic neoplasms, 

serous cystadenoma is the most common. It 

is lined by glycogen-rich cells from pancreatic 

centro-acinar cells. These are more commonly 

found in women over the age of 60. Malignant 

transformation in these tumours is very rare 

and usually a conservative approach is adopt-

ed.  

 

MCNs occur more commonly in wom-

en and typically after the age of 40. Charac-

teristically, they arise in the body or tail of the 

pancreas without any communication with the 

pancreatic duct. They usually demonstrate 

variable cellular atypia, ovarian-like stroma 

and secrete mucin. MCNs display greater risk 

of malignancy and the recommended ap-

proach is surgical resection in appropriate 

candidates. Recurrence after surgery has not 

yet been reported. 1, 4 

 

 IPMN occur in both male and female, 

typically over the age of 50. They are mucin-

producing papillary neoplasm of the ductal 

neoplasm which causes dilatation of pancreat-

ic ducts. Their main differentiating features 

include diffuse or segmental dilatation of the 

pancreatic duct without structuring, the intra-

ductal expansion of mucin-producing ductal 

cells and dilatation of either or both pancreat-

ic orifices. Management include surveillance 

and/ or resection. On endoscopy, the pancre-

atic orifice is often patulous and described as 

‘fish mouth’ appearance with mucin seen 

coming out. On pancreatogram, the ducts will 

be dilated with long linear filling defects from 

the mucin. 

 

Solid pseudo-papillary neoplasms or 

Franz’s tumour is probably the least common 

type of cystic neoplasms. It commonly occurs 

in young women (under the age of 35 years 

old). They usually arise in the body or the tail 

of the pancreas and may contain both solid 

and cystic components and occasional calcifi-

cations. The endoscopic ultrasound appear-

ance is described as mainly solid lesion with 

multiple cystic spaces without septations is 

characteristic for this lesion. However, a biop-

sy will still be required to make a firm diagno-

sis. 

 

 The  malignant  potential  of mucinous 

 cystic neoplasm was estimated to be 11% in 

one study, 38% in another and 6-35% in the 

third study. 6, 7 However, these are also de-

pendent on the grade of dysplasia which rang-

es from low-grade dysplasia to invasive ade-

nocarcinoma. Other features suggestive of a 

higher risk of malignancy include: thickened 

or irregular cyst wall, calcification in the cystic 

wall (or possible calcification), internal solid 

component or mass. 5-7 These features can be 

visualised with imaging in particular CT scan 

and endoscopic ultrasound. Laboratory inves-

tigations are of little value unless the serum 

tumour markers, in particular CA 19-9 and 

CEA are elevated. Cyst fluid analyse have 

been reported to be useful in predicting malig-

nancy.  

 

 The treatment of cystic neoplasms 

depends on whether there is suspicious malig-

nant transformation, the malignant potential, 

size and symptoms. Large cystic lesions in-

cluding benign lesions should be resected if 
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symptomatic. For those lesions proven to be 

malignant or are highly suspicious such as our 

patients should proceed to surgeries. Studies 

have repeatedly supported surgical resection 

as a treatment for choice, which improves 

patient’s morbidity and mortality. For smaller 

cystic lesions categorised as cystic neoplasms 

can be followed with interval imaging. Howev-

er, currently there is not recommendation for 

the interval. 

 

 As most lesions are detected inci-

dentally, most are small and giant lesion such 

as our patient is very uncommon. To date, 

only a few cases have been reported in the 

literature. Interestingly, in our patient with a 

cyst measuring 26 by 24 cm in dimension did 

not experience many symptoms. Her com-

plaints were intermittent abdominal discom-

fort and fullness. Our patient clearly requires 

surgery but unfortunately despite persuasion 

and explanation regarding the risk of malig-

nancy, she had adamantly declined any inter-

vention.  

 

In conclusion, we report a rare case of 

a giant cystic neoplasm of the pancreas which 

on imaging was consistent with a mucinous 

cystadenoma with little in the way of troubling 

symptoms. To our knowledge, this is probably 

the largest cystic adenoma of the pancreas 

ever reported in the literature. 
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