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Case RepoRt
A 65-year-old female presented to the Department of Surgical 
Gastroenterology with complaints of  pain  in  the  epigastrium  and 
in the left hypochondrium  for a period of 6  months, increasing 
in intensity  for 1 month with pain  radiating  to the back. General 
and systemic examinations were unremarkable. On ultrasound 
abdomen, there was a cystic tumour in the body of pancreas. Serum 
amylase level was 250 U/L. After  initial symptomatic  treatment, CT 
scan abdomen  was  done, which  showed  a heterogeneously  
enhancing  left sided abdominal  mass  involving  body  and  tail  
of pancreas  along  with  spleen,  the  origin  of  mass  could  not  
be  made  out [Table/Fig-1]. A provisional diagnosis of solid pseudo 
papillary tumour of pancreas was given [Table/Fig-2].

Distal pancreatectomy with splenectomy  was done  and specimen 
was sent  for  histopathological  examination.

The resected specimen of pancreas measured 14x13x10 cm and 
spleen measured 12x12x5 cm. External  surface of  pancreas  was  
lobulated  and  cut  surface  showed  multiple  cystic spaces  of  
variable  sizes  filled  with  serous  fluid  with  a  stellate  scar. The 
external surface of spleen was also nodular and it was adherent to 
the pancreatic mass. The  cut  surface  of the  spleen  was  entirely  
replaced  by  grey white  spongy  areas [Table/Fig-3a,b].

Histopathological examination showed  a neoplasm  composed  
of  multiple  cystic  spaces  lined  by  a single  layer  of cuboidal  
cells with  clear  cytoplasm  and well-defined  cytoplasmic  border  
with  small  round  hyperchromatic  nuclei. Focal areas showed 
hyalinization. The tumour is seen infiltrating the  spleen [Table/Fig-
4a,b]. 

 

The  tumour  is  diagnosed  as  serous  cystadenocarcinoma  
infiltrating  into the  spleen. 
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aBstRaCt
Cystic tumours of pancreas account for 5-10% of all pancreatic neoplasms and serous tumours represent 1% among those tumours. 
Most of the serous tumours are benign and very rarely they infiltrate adjacent organs like liver and spleen. Herewith we present a rare 
case report of serous cystadenocarcinoma of pancreas in a 65-year-old woman. The tumour involved the body and tail of pancreas and 
contiguously invaded the spleen. The histopathology of tumour was similar to serous cystadenoma with mild nuclear hyperchromasia 
and atypia. The spleen showed tumour infiltration as microcysts diffusely infitrating the red pulp.

[table/Fig-1]: CT scan showing a large heterogenous mass involving body,  tail  of
pancreas  and  spleen
[table/Fig-2]: Gross- External appearance of distal pancreatectomy with 
splenectomy  

DIsCUssIoN
Cystic pancreatic tumours can be primary or secondary due to 
cystic change. The neoplasms with secondary changes should  
be differentiated from tumours with a cystic configuration (i.e., 
cystadenomas and cystadenocarcinomas). Majority  of  these  cystic  
tumours  are  of  benign  nature  and  present  as cystadenoma  and  
1% of  cases  present  as  malignant cystic  neoplasms [1,2].

In 1978 Compagno and Oertel classified cystic neoplasm of pancreas 
into two different types based on their biological behaviour. First type 
is serous cystadenoma. Second type is mucinous cystadenoma [3]. 
Recent Classification of pancreatic neoplasms is based on WHO 
nomenclature.

Mucinous cystic tumours of the pancreas are common in 
perimenopausal women and are characterized by the formation of 

[table/Fig-3a]: Gross- Cut surface showing tumor infiltrating spleen 
[table/Fig-3b]: Cut surface of spleen showing tumor infiltration as 
multiple microcystic spaces of varying sizes

[table/Fig-4a]:  H&E (10x) – Multiple cystic spaces of  variable size lined by cuboidal 
cells         
[table/Fig-4b]: H&E (10x) –Tumour infitrating into spleen
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large multilocular or unilocular cysts lined by tall, mucin-producing 
cells, often forming papillae. Most are found in the body and tail 
rather than in the head.  The underlying stroma is often very cellular 
resembling ovarian stroma. Extensive sampling of the tumour is 
done to rule out malignancy [4].

The four variants of serous adenomas are macrocystic serous 
cystic neoplasm, solid serous neoplasm, Von Hippel-Lindau 
(VHL) associated serous cystic neoplasm and mixed serous-
neuroendocrine neoplasm [5]. The term serous cystadenoma refers 
to the most frequent microcystic type [6].

Microcystic cystadenoma, also known as glycogen-rich or serous 
cystadenoma presents grossly as a large multiloculated mass. The 
cut surface shows honey comb appearance with central scar and 
the individual cystic cavities are small and filled with a clear serous 
fluid. Microscopically, they are composed of multiple small cysts 
lined by small, flat or cuboidal cells with abundant PAS (periodic 
Schiff) positive glycogen [6].

Malignant cystic pancreatic tumours are very rare, accounting 
for about 1% of all pancreatic malignancies. Cystic pancreatic 
neoplasms comprise 1-2% of pancreatic lesions and most of these 
lesions are cystadenomas [5]. The first case of a pancreatic serous 
cystadenocarcinoma was reported by George et al., in 1989 [7]. 
Serous cystadenocarcinoma is considered malignant when tumour 
invades surrounding tissues and organs or when distant metastasis 
is present [6]. According to the literature most cases of serous 
cystadenocarcinoma show synchronous or metachronous liver 
metastasis, invasion into the spleen, stomach, lymphnode infiltration, 
lung, adrenals, peritoneal and colonic mesentry metastasis [8-10]. 
So far 26 cases of serous cystadenocarcinoma have been reported 
in the literature [5].

The immuno profile is characterized by positivity for the ductal 
cytokeratins 7, 8, 18, and 19; inhibin; Glut1; MUC6; MUC1; and 
neuron-specific enolase and negativity for CEA [11].

Serous cystadenocarcinomas cannot be distinguished from its 
benign counterpart solely on the basis of histological parameters and 
clinically may be difficult [12], except for local invasion and distant 

metastasis. Therefore thorough careful gross and microscopic 
examination is mandatory.

CoNCLUsIoN
The prevalence of serous cystadenocarcinoma is very rare. 
Differentiation between serous microcystic adenoma and serous 
cystadenocarcinoma is very difficult both histologically and clinically 
but is very important to know the diagnosis for treating the patient. 
Hence extensive sampling of the tissue has to be done along with 
immunohistochemical markers to confirm the diagnosis.
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