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Pancreatic cyst discovered on CT:
reassurance, EUS, surgery or hospice?
By Jonathan Myers, D.O., Eugene Gastroenterology Consultants, P.C.

We invite your comments and
suggestions for topics in future editions.
Also, if you would rather receive this
newsletter electronically or not at all,
email newsletter@eugenegi.com.

Over the past few decades, cross-sectional imaging, such as CT and MRI, has become increasingly
common and sharper in resolution.
Consequently, we are seeing a jump in incidental
discoveries of cystic lesions of the pancreas, found in
1 to 3 percent of CTs and up to 20 percent of MRIs.
As a primary care provider, you will probably face
the dilemma of what to do when these lesions are discovered. Do you reassure the patient that the cyst is
“probably benign” and requires no further action? Do
you send the patient for GI consultation? Or do you
refer this person to your favorite surgeon for possible
resection?
The choices are difficult, and the consequences
profound.
We’ll focus here on cystic neoplasms of the pancreas. Pseudocyts (commonly following pancreatitis)
and solid pancreatic masses are excluded here for sake
of brevity.
Pancreatic cystic neoplasms can be categorized
broadly: benign, malignant and potentially malignant.
Within the benign category is only one entity: serous
cystadenoma (SCA). Mucinous cystic lesions are those

that are either malignant or potentially malignant: intraductal papillary mucinous neoplasms (IPMN), mucinous cystic neoplasm
(MCN) and solid pseudopapillary tumors
(SPT). (See Table 1 for a comparison of these
entities.)
As clinicians, typically we are confronted not with a pathologic diagnosis, but with
a radiology report: “There is a 2 cm cystic
lesion in the tail of the pancreas. Cannot rule
out malignancy. Further imaging is recommended.”
There are some radiographic features
that are more characteristic (but rarely
pathognomonic) of either benign or malignant
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Management options for cystic pancreatic lesions
range from simple observation with repeat imaging
to total pancreatectomy. In cases of less certainty,
additional testing may be indicated. The most useful
evaluation is endoscopic ultrasound with fine-needle

aspiration (EUS with FNA). EUS with FNA has essentially replaced ERCP and MRCP, since these latter two
modalities primarily assess ductal anatomy with less
precision than EUS.
To assist you in evaluating patients with cystic lesions
of the pancreas, we offer an algorithm (see Table 2).

Table 2.

How to assess a
pancreatic cyst

Pancreatic cyst on standard CT
Abd CT with pancreas protocol

Features of SCA; probably benign
>4cm or
with symptoms

Indeterminate

<3cm or
no symptoms

<4cm or
no symptoms

Reassurance;
repeat imaging

Features of potential malignancy

EUS with FNA
for cytology, CEA, DNA

>3cm or
with symptoms
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