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Pathology Picture of the Month

Mucinous Cystic Neoplasm

of the Pancreas

@ A 29-year-old female was evaluated for
a 3-year history of vague lower-left-sided
abdominal pain and a sensation of fullness
over her bladder. Gynecologic evaluation
was performed soon after the symptoms
began, and a laparoscopy revealed mild
endometriosis. She underwent a nondiag-
nostic laparoscopy two years later due to
persistence of the symptoms. Three
months prior to admission, she noted
increasing pain in the left lateral abdomen
with radiation into the left leg. There was
no history of nausea, vomiting, alteration
in bowel habits, urinary symptomatology,
prior pancreatic/biliary tract disease, or
trauma,

Past medical history was remarkable for
repair of an atrial septal defect at the age
of six. She was otherwise asymptomatic,
except for rare episodes of transient supra-

Figure 1—CT scan shows a 7-cm, multiloculated cystic mass in the
tail of the pancreas. No other abnormalities were noted.
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ventricular tachycardia. She was taking no
medications and had no allergies. Alcohol
consumption was minimal, and there was
no family history of pancreatic disease.
Physical examination demonstrated an
afebrile, healthy-looking female. Abdom-
inal examination revealed a nondistended
abdomen with no hepatosplenomegaly
and normal bowel sounds. A mobile,
nontender 6- to 7-cm mass was palpable in
the left midabdomen. Rectal and pelvic
examinations were normal.

Laboratory evaluation included normal
liver function tests, amylase, complete
blood count, glucose, and urinalysis.
Flexible sigmoidoscopy was normal to 50
cm. An abdominal CT scan (Figure 1)
demonstrated a septated cystic mass in the
tail of the pancreas.

An exploratory laparotomy was per-
formed through a midline incision. A
cystic mass, originating from the distal
pancreas (Figure 2), was believed to rep-
resent a true cystic pancreatic neoplasm.
The mass was 7 cm, multiloculated, and
contained straw-colored serous fluid. A
distal pancreatectomy was performed,
with en bloc excision of the mass and
pancreatic tail. The splenic artery and vein
were ligated at the level of the proximal
pancreatic resection and in the splenic
hilum. A portion of both vessels was
resected with the specimen. The spleen
was preserved via collateral circulation
and remained viable at the conclusion of
the procedure. The patient had an un-
eventful recovery. Pathologic examina-
tion demonstrated a mucinous cystic neo-
plasm of the pancreas with indeterminate
malignant potential (Figure 3).
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Laparoscopic Cholecystectomy
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peritoneal cavity. The system
produces little smoke which can
cloud the laparoscope's optics.
Cutting is even, without char, and
bloodless, allowing for clear visuali-
zation of the tissue plane.

The Standard for Safety

The KTP/532 beam cuts or vapor-
izes with minimal lateral tissue

- damage. Endostat Fiber tips are

unsharpened and remain cool which
helps prevent inadvertent piercing
or burning of delicate tissue such

as the bowel. And the KTP/YAG
System always
causes the surgical
effect where the
beam is aimed and
not the path of least
resistance, which

can happen using
electrocautery.

ard of Cost Effectiveness
Endostat Fibers are the least expen-
sive laser delivery systems to use.
They do not require expensive tips
for each surgical effect. Plus, the
System is air cooled for low cost
installation and maintenance.
Standardize with the Leader
Make the KTP/YAG Surgical Laser
System your standard for all your
general surgery procedures. You
won't be alone. The System is the
standard of care for other surgical
specialties as well. For more infor-
mation call (800)356-7600 or write
Laserscope, 3052 Orchard Drive,
San Jose, CA 95134-2011.
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Points in Pathology

Cystic neoplasms of the pancreas are
traditionally classified as serous cystade-
noma, mucinous cystadenoma, or
cystadenocarcinoma. The malignant po-
tential of pancreatic cystadenoma is poor-
ly understood because there are several
reports of cystadenocarcinoma arising
from a cystadenoma.! Compagno and
Oertel described two distinct pathologic
types of cystic pancreatic neoplasm:
microcystic adenoma and mucinous cystic
neoplasia, corresponding to serous and
mucinous cystadenoma, respectively.?
Microcystic adenoma is a benign neo-
plasm with no malignant potential. Muci-
nous cystic neoplasms have indeterminate
malignant potential with focal areas of
atypia sometimes found in otherwise
benign-appearing tumors. Compagno and
Oertel believe that the mucinous cystic
neoplasm has the potential to differentiate
into malignant cystadenocarcinoma.
Grossly, microcystic adenoma has a
honeycombed appearance, with multiple
tiny cysts visible on cross-section. The
mucinous cystic neoplasm is unilocular or
multilocular and typically contains muci-
nous material in the cyst cavity, as well as
mucin-positive cytoplasm in the cells lin-
ing the cyst wall,

The clinical characteristics of pancreat-
ic cystadenomas have been described in
several series.*® These lesions tend to
occur in females in the fourth to fifth
decades of life. The most frequent pre-
senting symptom is vague abdominal
pain, but symptoms often are present for
many years before the patient seeks clini-
cal attention. Nausea, vomiting, diarrhea,
Jaundice, and weight loss are less frequent
presentations. A palpable mass was pres-
ent in 60% of patients in one series.
Diabetes mellitus or calculous biliary dis-
ease has been reported in up to 27% of
patients with cystadenomas. Synchronous
malignancies also have been anecdotally
reported, although no single malignancy
has a high frequency of association.’

Several radiologic tests may be diag-
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pancreas and the 7-cm cystic neoplasm.
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nostic. Starburst calcification is seen on
plain abdominal films in approximately
10% of patients.® CT scan allows accurate
localization of the mass, and the presence
of internal septa may differentiate a cyst-
adenoma from a pseudocyst. Angiography
may demonstrate hypervascularity of the
cystic mass.’

The surgical procedure depends on the
location of the tumor. Distal pancreatecto-
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Figure 2—Gross specimen after resection includes the tail of the
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Figure 3—Photomicrographic view of the columnar-lined cyst wall
(Top of photograph) with areas of normal pancreatic tissue (Bottom



my is the procedure of choice for lesions
in the body or tail. Splenic preservation is
possible in most cases. Lesions in the head
of the pancreas require pancreaticoduo-
denectomy. Cyst-enteric internal drainage
and subsequent resection have been sug-
gested for very large cysts, although only
rarely should they be necessary. Marsupi-
alization with packing of the cystic cavity
has been done in patients unable to toler-
ate a more extensive procedure. Fortu-
nately, most tumors are located in the tail
or body of the pancreas and are amenable
to simple resection.

Complete excision should be consid-
ered curative. Mortality usually is due to
the operative procedure. There are reports
of ulceration of microcystic adenomas into
the duodenum with gastrointestinal tract
bleeding, as well as one case of fatal

hemorrhage into a cyst in the tail of the
pancreas.? Biliary obstruction from cystic
pancreatic neoplasms also has been re-
ported. ® @
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All pathology case reports are reviewed by our pathol-
ogy advisors, William H. Hartmann, M.D., Chief of
Pathology, and Andrew C. Burg, M.D., Surgical Pathol-
ogy Fellow, Department of Pathology, Memorial Medi-
cal Center, Long Beach, California.
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