JOP. J Pancreas (Online) 2012 Jan 10; 13(1):83-86.

CASE REPORT

Pitfalls in Diagnostic Imaging of Cystic Pancreatic Masses:
A Case of True Cystic Lesion Mimicking a Mucinous Cystadenoma
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ABSTRACT
Context Imaging characterization is a frequent topic in diagnostic evaluation of patients with pancreatic cystic lesions. Case report
We present a patient with a true pancreatic cyst with internal septation in an adult female. The presence of the internal septum should
be considered in the differential diagnosis, in fact in our case CT and MR imaging findings were incorrectly suggestive of mucinous
cystadenoma. Conclusion True pancreatic cyst may show septate architecture and thus for imaging characterization this feature
should be considered in the differential diagnosis of cystic pancreatic masses.

INTRODUCTION

Solitary true cysts of the pancreas are extremely rare
benign lesion initially described in 1942 by Nigaard
and Stacy [1]; these lesions mostly occur in infants and
younger patients. The etiology of these lesions remain
unknown, however, these lesions are supposed to be
congenital [2]. Histologically, these cysts are thin
walled lesions, lined by cuboidal epithelium, filled with
clear fluid, with no communication with the main
pancreatic duct and with unilocular structure.

Herein, we present the first case described in the
English literature of a true pancreatic cyst with internal
septation in an adult female. This rare entity and its
peculiar imaging characteristics should be considered
in the differential diagnosis between this lesion and
other benign as well as malignhant pancreatic masses,
especially with mucinous cystadenoma; in this regard,
in our case CT and MR imaging findings were
incorrectly suggestive of this last tumor-type and, thus,
misleading.

CASE REPORT

A 23-year-old-woman, without previous medical
history, was admitted to our hospital because of nausea
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and vomiting for the past few weeks; at clinical
examination a smooth, non tender mass was palpable
on the left side of abdomen. Biochemical (amylase and
lipase) and tumor markers (CEA, CA 19-9) were
within the normal range.

Abdominal US revealed an 8 cm anechogenic mass in
the pancreatic tail. Abdominal CT scan was performed
using a multi-detector 64 slices CT scanner (Aquilion,
Toshiba, Tochigi, Japan) to confirm US findings;
unenhanced CT scans showed a well-circumscribed
cystic lesion, measuring 8x10 c¢cm in pancreatic tail,
with homogeneous low density; an internal this septum
was present within the lesions. A contrast-enhanced
acquisition was subsequently performed after i.v. bolus
(3 mL/sec) injection of 120 mL of a non ionic
iodinated contrast agent (Ultravist 370 mgl/mL, Bayer-
Shering Pharma, Berlin, Germany) with a scan delay of
120 seconds; an automated dose modulation was used;
the cyst wall and the internal septum showed a slight
contrast enhancement (Figure 1); the stomach, spleen
and left kidney were displaced by the mass. Further
diagnostic investigation included a MR scan that was
carried out using a 3T MRI (Gyroscan, Philips,
Eindhoven, Germany) acquiring axial and coronal T1-
and T2-weighted images with and without fat
saturation integrated with MRCP T2-weighted hydro-
cholangiographic sequences. In particular, the lesion
was hyperintense on T2-weighted MR images (Figure
2) and homogeneously hypointense on the pre-contrast
T1-weighted MR images showing a mild rim of
enhancement after intravenous contrast administration
(gadolinium diethylenetriamine pentaacetic-acid) in a
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Figure 1. CT scan showed an 8 cm thin-walled, non contrast-
enhancing cystic lesion in the pancreatic tail with a hyperdense

internal septum; axial (a.) and coronal MPR reconstruction (b.)
views.

volume of 20 mL with 2 mL/s) while maintaining the
hypointensity of the central core constant; an internal
septum of slight hyperintensity was present within the
lesion, that was divided in two parts (Figure 3); MR

Figure 2. T2-weighted coronal MR image showed a simple cystic
mass of the pancreatic tail displacing laterally the spleen; the thin
line of hypointensity due to internal septum is clearly detected.

Figure 3. Post-contrast axial-T1-weighted MR image showing a mild
rim of enhancement of the pancreatic mass, with constant
hypointensity of the central core and the slight hyperintensity of
internal septum.

cholangiopancreatography showed no communication
between the lesion and the main pancreatic duct
(Figure 4).

With these findings, because the patient had no a
history of pancreatitis and considering the age, the sex
and the imaging characteristics, a presumptive
diagnosis of cystic neoplasm of the pancreas was made
and a first hypothesis of a mucinous cystadenoma of
the pancreatic tail was performed. A distal
pancreatectomy with total splenectomy was performed.
On gross inspection the pancreatic tail hosted a cyst
with a smooth surface, 9 cm of maximum diameter,
bilocular, containing a brownish liquid; furthermore,
the lesion was adherent to the splenic capsule.
Microscopically a fibrous cystic wall lined by a
monolayer of cuboid epithelial cells without evidence
of malignancy allowing the diagnosis of true pancreatic
cyst (Figure 5). The post-operative course was
uneventful and the patient was discharged 7 days after
surgery; at 3-year follow-up, the patient is alive
without evidence of recurrence.

Figure 4. MRCP show no communication between cyst and the main
pancreatic duct.
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DISCUSSION

True cyst of the pancreas is a rare lesion initially
described in 1942 by Nigaard and Stacy [1] and fewer
than 20 cases have been reported in the English
literature. The etiology is unclear; it has been
hypothesized to be a congenital lesion arising from a
developmental abnormality of the pancreatic ductal
system [2]. These lesions may occur in infant and
younger patients [3, 4, 5] or in adult patients [6, 7, 8, 9,
10, 11, 12, 13, 14, 15, 16]; moreover, they may be
associated with autosomal dominant polycystic kidney
disease [17] or Von Hippel Lindau disease [18]. True
cysts are essentially benign and usually are
asymptomatic, although  abdominal distention,
vomiting, jaundice, or pancreatitis can be observed. On
histopathological examination the cyst are thin-walled
lesion with no intra-luminal septum, excrescences or
solid tumoral compounds and contains a clear fluid
with normal amylase and lipase concentrations and no
evidence of communication with the main pancreatic
duct [12, 13, 14, 15]. Microscopically the cyst wall is
lined by a monolayer of cuboidal epithelium
surrounded by fibrous tissue; normal pancreatic
parenchyma surrounds the cystic wall; in some cases
the epithelial line cells may be immunohistochemically
positive to anti-carbohydrate antigen 19-9 antibodies
[9, 10, 11, 12, 13].

The macroscopic characteristics of true cyst can be
well demonstrates on US, CT and MRI images and
allow a differential diagnosis with other cystic lesion of
the pancreas [19]. In particular, CT and MRI showed in
our case a well defined round mass, thin walled with an
internal septum that showed a mild rim of enhancement
after intravenous contrast administration; both on CT
and MRI there was no solid component or central-cyst
wall calcification. In this regard, the correct
preoperative differential diagnosis based on imaging
findings is a crucial point to select the most appropriate
treatment, but it remains a very difficult issue; in
particular, a true cyst of the pancreas should be
differentiated, mainly, from neoplastic or non-
neoplastic cysts. From a radiologic point of view an
unilocular macrocystic lesion is indicative of
pseudocyst in patient with a history of pancreatitis
and/or serum amylase increase or for a true pancreatic
cyst; conversely, the presence of the internal septum, is
suggestive of a neoplastic nature in particular of intra-
papillary  mucinous neoplasm, when there is
communication between the cyst and the main
pancreatic duct, or mucinous cystadenoma [19]. In our
case, on the basis of the sex and age, as well as the
morphological and imaging findings, the hypothesis of
mucinous cystadenoma of the pancreatic was made,
but, a true pancreatic cyst was histologically
demonstrated; however, the evaluation of the content
of the cyst by fine needle aspiration was not available
since it was not performed.

This is the first case described in English literature of a
septate true pancreatic cyst; therefore, the unilocular
criteria for the diagnosis of these lesions should be
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Figure 5. a. Fibrous wall of the pancreatic cyst lined by cuboidal
epithelium monolayer (green arrow) with trapped Langerhans islets
(yellow arrows) (H&E, 10x); b. Cross section compared to the
septum of the cyst (H&E, 1x).

revised. For the management, the decision about a
surgical approach is based on several factors, including
the patient’s age, surgical risk, the size and the location
of the cyst. However, surgery should be always
considered for larger cyst in young symptomatic
patients while imaging follow-up is recommended for
small cyst and older patients, including those who are
at higher risk for surgical complication.

In conclusion, true pancreatic cyst may show septate
structure and, thus, this feature should be considered in
the differential diagnosis of cystic pancreatic masses
when the characterization between benign and
malignant lesion is required.
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