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macrocystic serous cystadenoma of the body and tail of the 
pancreas in a young subject: case report 

 
 

Abstract 

Serous cystadenomas of the pancreas are rare cystic tumours. The microcystic form of serous 
cystadenoma is the most common and easy to diagnose radiologically. On the other hand, the 
macrocystic form of serous cystadenoma can be confused with other macrocystic lesions of the 
pancreas with malignant potential. We report the case of a 34-year-old female patient admitted with 
abdominal pain and a unilocular macrocystic serous cystadenoma of the pancreas, diagnosed on 
histological examination of the operative specimen. Paraclinical examinations, including ultrasound, 
CT scan, MRI and echo-endoscopy, were inconclusive. The difficulty lies in preoperative diagnosis. 
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Introduction: 

Cystic tumors of the pancreas represent around 10-15% of all pancreatic cysts (1) and around 1% of 
pancreatic cancers (2). PTCs comprise several entities, including mucinous and serous cystadenomas. 
In their classic form, serous cystadenomas (SC) of the pancreas are benign microcystic tumors (3),(5). 
However, oligocystic or macrocystic forms are even rarer and pose a diagnostic and therapeutic 
problem (3,4,6). The aim of this study is to report on the management of a young girl with a 
unilocular macrocystic serous cystadenoma and to review the literature. 

Case Presentation  

Patient, aged 34, presented with left hypochondrium pain of the heavy type in a context of general 
preservation, on clinical examination patient conscious 15/15 th, hemodynamically and respiratorily 
stable, on abdominal examination presence of epigastric and left hypochondrium tenderness, rectal 
examination without particularities. Abdominal CT showed a multiloculated cystic formation in the 
corporocaudal region of the pancreas measuring 11 cm, suggestive of a mucinous cystadenoma 
(figure 1). Abdominal MRI: large cystic mass of the body and tail of the pancreas, 10 cm in diameter, 
with fine septations suggestive of a serous cyst (figure 2).  The procedure consisted in a corporo-
caudal pancreatectomy (figure 3). Anatomical pathology revealed a serous cystadenoma without 
malignancy. 



 

 
Figure 1: abdominal CT scan 

 

 
Figure 2: Abdominal MRI 

 
Figure 3: surgical part 

 

Discussion 

Cystic lesions of the pancreas are divided into cystic tumors (CTT) and true cysts of the pancreas, with 
epithelium in 10-15% of cases, and pseudocysts (PC) without epithelial lining, accounting for almost 
90% of cases (3),(5),(7),(8). The main histological types are CS, mucinous cystadenocarcinoma (CM), 
solid and pseudopapillary tumors, and papillary and mucinous intracanal tumors. Macrocystic serous 



 

 

cystadenoma (MSC) is a rare entity, difficult to diagnose radiologically and echo-endoscopically, 
accounting for 6-10% of MSCs. It has a clear female predominance, reaching 80% of cases in some 
series (9). This female predominance might suggest the existence of a hormonal or genetic factor, 
but this lesion expresses neither estrogen nor progestin receptors (10). They express cytokeratins 
AE1/AE3, 7, 8, 18, 19, EMA, NSE, Inhibin- α, MUC 1 and MUC 6 (9),(10),(11). These last four 
antibodies determine the serous nature of the lesion (12),(13). In its typical form, CS is found 
predominantly (75-86%) in women with an average age of 60-65 years (3,14). It is an asymptomatic 
tumour in 33% to 62% of cases, and may be discovered by chance (3),(15),(16). Abdominal pain is the 
most frequent clinical manifestation of macrocysticCS(7),(17),(18). In some cases, CS is revealed by 
compression of a neighbouring organ(3),(6),(7) In its classic form, CS presents a microcystic, 
multilocular, glycogen-rich architecture containing more than 6 cysts and measuring less than 2 cm, 
with a specific central zone that is sometimes calcified (3),(19),(14). In microcystic forms, diagnosis of 
CS is relatively straightforward on imaging. Macrocystic forms, however, pose a differential 
diagnostic challenge with PK, CM and sometimes other solid tumors (3),(19),(8),(20),(21). Indeed, PKs 
are ten times more frequent than other cystic lesions, and occur in a particular context suggestive of 
pancreatitis, alcoholism or trauma (3),(6),(8). Macrocystic CS of the pancreas is a rare benign tumor, 
which rarely degenerates, and may be confused clinically and radiologically with CM with malignant 
potential (3),(6),(15),(21). The ultrasonographic or CT presentation is often characteristic, in the form 
of a well-limited, honeycomb-shaped multilocular mass, approximately 25 mm in long axis, 
occasionally (10-15% of cases) centered by a central, stellate, focally calcified scar. 
Hypervascularization of the lesion is revealed by contrast injection (22). Imaging is usually sufficient 
to confirm the diagnosis; cytological and/or histological confirmation is required in only 19% of cases 
(22). In such cases, the pathologist can analyze a sample under echo-endoscopic guidance, as in our 
two observations, where precise typing was not possible. According to Belsley et al., serous epithelial 
cells are found and identified in only 21% of cases (22). Serous cystadenoma may share great 
morphological similarities with a well-differentiated neuroendocrine tumor of the pancreas, but the 
negativity of Synaptophysin and Chromogranin A in serous cystadenoma makes it possible to 
distinguish between these two entities (23),(24). These tumors are considered benign, with an 
excellent prognosis (9). The only criterion for malignancy is the presence of extra-pancreatic 
metastases, most often in the liver, leading to reclassification as cystadenocarcinoma. Vascular or 
peri-nerve invasion, or local invasion of the duodenum or stomach, are not considered malignant 
criteria (9),(25). Thus, active surveillance may be proposed to the patient, if all the following criteria 
are met (22),(26): 

- typical radio-clinical presentation 

- slow progression 

- an asymptomatic mass measuring less than 4 cm 

- absence of diffuse pancreatic lesions. 

The risk of death is mainly due to postoperative complications (9). 

Conclusion: 

Unilocular macrocystic serous cystadenoma is a rare, benign TKP. It poses a preoperative diagnostic 
problem, as it can be confused with cysts with a high malignant potential. Surgical resection is always 
indicated in the case of a symptomatic patient or when there is diagnostic doubt. Conservative 
treatment can only be undertaken in a patient with asymptomatic TKP in a setting with appropriate 
clinical, biological and morphological monitoring facilities. 
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