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CASE REPORT

A 71-year-old white female presented to her
internist’s office for evaluation of recurrent
episodes of pancreatitis over the past year. Her

initial symptoms included right upper quadrant pain
and anorexia. Her symptoms were initially felt to be
due to either pancreatitis or cholecystitis. Ultrasound
of the right upper quadrant showed gallstones, a nor-
mal biliary tree and gall bladder, a normal head of the
pancreas, and a possible dilated pancreatic duct. No
other imaging was done. An outpatient laproscopic
cholecystecomy was performed for presumed gall-
stone pancreatitis. However, in the following year her
symptoms did not improve and she was readmitted to
the hospital several times with acute pancreatitis of

uncertain etiology. She had no history of alcohol con-
sumption, she was taking no medications thought to
cause pancreatitis, and her calcium and triglyceride
levels were normal. She had a modest weight loss of 5
lbs over the last year and except for when she devel-
oped episodes of acute pancreatitis, she felt well and
had no other complaints. Eventually a CT scan of the
abdomen was done which can be seen below.

Questions
1. What is the differential diagnosis?
2. What techniques can be used to differentiate this

disease from other similar appearing lesions?
3. What is the prognosis and the natural history of 

this disease and what studies can help stage this 
disease?
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Figure 1. CT showing pancreas with either multiple cysts or
a severely dilated main pancreatic duct.

Figure 2. Excised pancreas after distal subtotal pancreatec-
tomy. The main pancreatic duct has almost completely
replaced normal pancreatic tissue.
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DISCUSSION
In this patient, the differential diagnosis should include
pancreatic pseudocysts, intraductal pancreatic muci-
nous neoplasms (IPMN), and mucinous cystadenoma.
The CT shows a diffusely dilated main pancreatic duct
(PD) up to 4 cm in diameter. Follow up Endoscopic
Ultrasound (EUS) confirmed these findings and was
able to obtain cytologic samples through FNA show-
ing thick amounts of mucin and carcinoma in situ. This
confirmed the diagnosis of an IPMN. IPMNs usually
present in men aged 60–70’s, can cause recurrent
attacks of pancreatitis, and are considered premalig-
nant lesions with a slow progression to carcinoma.
Their radiologic appearance and their presenting
symptoms can often mimick the other pancreatic cys-
tic lesions noted above and it is crucial to try to differ-
entiate them as treatment and prognosis differ greatly. 

As sensitivity and specificity are somewhat lim-
ited, multiple diagnostic modalities are usually needed
to identify the type of cystic lesion present and to
detect whether carcinoma is present (1). On ERCP or
EUS, characteristic findings of IPMN include an
ampulla secreting mucous and a dilated main PD with
cystic dilation of the side branches. EUS findings sug-
gesting malignancy include magnitude of PD dilation,
size of cystic lesions, and large mural nodules (2).

Cystic fluid CEA levels can differentiate mucinous
lesions from other cystic lesions and cytologic exami-
nation can help detect carcinoma (3). Studies are still
being done to find more sensitive minimally invasive
approaches to detect cancer, such as analyzing aspi-
rated ductal fluid for DNA mutations (4). Successful
surgical resection of these tumors offers a good prog-
nosis and even in cases with carcinoma present the five
years survival rate is around 40% (5). The decision to
resect IPMNs has to be made in the context of pres-
ence of symptoms, presence of carcinoma, and the
patient’s surgical comorbidities. ■
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