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ABSTRACT

Pancreatic cystic neoplasms (PCNs) are predominantly benign entities which represent almost 50 percent of all cystic
lesions of the pancreas. PCNs are often an incidental finding on abdominal imaging and are not indicated for surgical
resection unless they show evidence of malignant transformation or become symptomatic due to mass effect. This
report examines an unusual presentation of a PCN, in a 70 years old female with sudden onset abdominal pain, who
was found to have spontaneous intraabdominal haemorrhage secondary to a benign PCN. Emergency laparotomy was
performed and a distal pancreatectomy or splenectomy were required to achieve haemostasis. Incidence of
spontaneous haemorrhage in a benign PCN is a rare but serious complication.
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INTRODUCTION

Pancreatic cystic neoplasms are predominantly benign
entities which represent almost 50 percent of all cystic
lesions of the pancreas.®? PCNs are often an incidental
finding on abdominal imaging, and patients are usually
asymptomatic. Indeed, benign PCNs are not indicated for
resection unless they show evidence of malignant
transformation or become symptomatic, usually due to a
slowly evolving mass effect.®*

Here we outline the unusual case of a female in her 70s
who presented with massive intraabdominal haemorrhage
resulting from the rupture of a previously undiagnosed
benign pancreatic serous cystadenoma.

CASE REPORT

A female in her 70’s presented to an outer metropolitan
emergency department with sudden onset, severe
abdominal pain. The patient had a pertinent history of
paroxysmal atrial fibrillation, mitral valve replacement

and previous open appendicectomy. Medications
included warfarin, ivabradine and flecainide.

On arrival to the ED, the patient was found to be
hypotensive with a blood pressure of 50/38 mmHg which
improved to 130/60 mmHg after a 1500 ml fluid bolus. In
the context of flecainide, there was no cardiac
compensation and her heart rate remained steady at
65bpm. The patient’s abdomen was distended and
guarded though not rigid. Initial bloods showed a
haemoglobin of 74 and INR of 2.1.

Mobile chest X-ray demonstrated no free gas, whilst
bedside focused assessment with sonography for trauma
scan showed significant free fluid in bilateral upper
quadrants and pelvis.

A CT mesenteric angiogram demonstrated a partly
necrotic lesion involving the distal body and tail of
pancreas with an extension to the splenic hilum (Figure 1
and 2). CT evidence of substantial free fluid within the
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abdomen further raised concern of haemorrhage.
Emergency laparotomy was immediately pursued.

Intraoperative findings were that of a large multi cystic
tumour involving the body and tail of pancreas, densely
adherent to the splenic hilum, left kidney and mesocolic
vessels. A distal pancreatectomy and splenectomy were
undertaken and haemostasis achieved. Postoperatively the
patient was admitted to the intensive care unit where she
remained intubated for 3 days, required four units of
packed red blood cells and inotropic support. Following
an extended admission for a pancreatic leak, the patient
was discharged home on day 17.

Histology confirmed a serous cystadenoma without
malignant features. On recent review, three years post,
there was no evidence of recurrence.

Figure 2: Serous cystadenoma of the distal pancreas.

DISCUSSION

Pancreatic cystic neoplasms are true cystic lesions of the
pancreas that exist in an estimated 2-45% of the general
population and account for nearly 50% of all pancreatic
cysts.}2

The increasing use of cross-sectional imaging has seen a
rise in the incidental diagnosis of PCNs in patients
undergoing CT or MR imaging of the abdomen for
unrelated indications.

These incidental lesions are largely benign, though
malignant potential does exist in some subtypes. PCNs
are grouped into four subtypes according to the world
health organisation histologic classification.®* They are:
serous cystic neoplasms (SCN), mucinous cystic
neoplasms, intraductal papillary mucinous neoplasms
(IPMNs): main-duct or branch-duct, and solid pseudo
papillary neoplasms.

Age of presentation for PCNs is typically between the 5th
and 7th decade, with the exception of the solid pseudo
papillary subtype which presents earlier, between the 2™
and 3" decade of life. Intraductal mucinous neoplasms
occur equally in men and women, whilst all other
subtypes have a female predominance.

Diagnosis of new PCNs is almost always incidental.
Once suspected on initial imaging, of which MRI is
superior, tissue diagnoses may be sought. Endoscopic
ultrasound with fine needle aspiration is the method of
choice.>®

A patient with a pancreatic serous cystadenoma is most
likely to be asymptomatic. Symptoms, if present, usually
manifest secondary to obstruction or compression of
surrounding structures.

Haemorrhagic complication of PCNs is very rare, with
only a handful of cases reported in the literature.”®

Pancreatic serous cystic neoplasms are a wholly benign
entity. Early studies suggested that serous cyst adenomas
had low malignant potential however there is a growing
body of evidence to support that serous cystadenomas are
indeed the only PCNs that are benign.l®!! It is thought
that early previous reports of malignant lesions did not
truly satisfy the WHO definition of serous cyst
adenomas.!?1®

The 2018 European evidence-based guidelines on
pancreatic cystic neoplasms recommend just one year of
follow-up for newly diagnosed serous cystadenomas.*
The rationale for this advice is the evidence that
confirmed serous cystadenomas are benign and need only
be operatively managed if causing compressive
symptoms to adjacent organs. The rate of growth of these
lesions is considered so slow that new onset of symptoms
is exceedingly rare. Indeed, approximately 60% of SCNs
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remain of stable size.!*141 There is evidence to support
that SCNs of the pancreatic head tend to exhibit more
aggressive behaviour including faster rate of growth.

CONCLUSION

PCNs are common. Most are serous cystadenomas, which
are benign. Serous cystadenomata may require elective
surgery for mass effect. We describe a rare case where
emergency surgery was required. Incidence of
spontaneous haemorrhage in a benign PCN is a rare but
serious complication.
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