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Intraductal papillary mucinous neoplasm in a 26 year old lady: a 

diagnostic therapeutic challenge!  
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INTRODUCTION 

Intraductal Papillary Mucinous Neoplasm (IPMN) of the 

pancreas is a mucin producing cystic mass originating 

from the pancreatic ductal system first defined by Ohashi 

et al in 1982.1,3 WHO classified mucin-producing cystic 

neoplasms of pancreas into 2 groups: mucinous cystic 

neoplasm and IPMNs. WHO defined IPMNs 

histologically as mucin-producing, long, columnar 

epithelial cell lesions that cover the dilated pancreatic 

ducts with papillary structure.4 IMPNs are either invasive 

or non-invasive.2 However, as compared to pancreatic 

adenocarcinomas, invasive IPMNs have better 

prognosis.4,5 The prevalence of cystic pancreatic 

neoplasms is 13-20% and about 25% of surgically 

resected pancreatic neoplasms and 50% of incidentally 

detected pancreatic cysts are IPMNs. The incidence of 

IPMN being 2.04/ 1,00,000 population per year makes it 

an epidemiologically important clinical entity.5,6,7 

IPMNs can be classified either over ductal sites or 

histological characters. Depending on ductal sites: main 

duct IPMNs, Branched duct IPMNs and Mixed duct type 

and histologically according to epithelial dysplasia grade: 

low grade, moderate grade and high grade.1 IPMN is a 

difficult diagnosis as many patients may be asymptomatic 

for as long as 1 year, and even though symptomatic the 

symptoms are bizarre. There are no gold standard 

methods for its diagnosis.8 However, due to advances in 

radiological techniques the incidental detection of IMPNs 
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have increased significantly. The question comes what is 

to be done over an incidentally detected IPMN, surgery 

or surveillance. Current guidelines emphasize on 

considering the prognostic features and life expectancy of 

the patient while we chalk out the plan of management.1 

CASE REPORT 

A 26 years old lady presented with vague pain in 

abdomen since 1 month with an incidental USG(A+P) 

finding of a cystic avascular lesion between the left lobe 

of liver and head and body of pancreas. Patient was 

vitally stable. On CECT(A+P) she was found to have a 

tortuous dilatation of side branch of main pancreatic duct 

at the body of pancreas with diameter of 10.5 mm 

communicating with a convoluted cystic lesion of 

2.6×5.4×4.2 cm in the gastric hepatic recess likely to be 

benign neoplastic cystic lesion of pancreas possibly 

IPMN (intraductal papillary mucinous neoplasm). There 

was no evidence of mural nodules, calcification or fat 

stranding.  

 

Figure 1: Coronal view and axial view of CECT(A+P) 

showing cystic lesion in pancreatic body. 

 

Figure 2: Intraoperative images showing cystic mass 

from body of pancreas. 

MRCP also was s/o the similar findings. The aspirated 

cyst fluid appeared clear with high viscosity. Fluid 

amylase level was193 U/ lit (raised) and Fluid CEA level 

was126.51 ng/ml. Microscopically the fluid showed 

hypocellular smear with lymphocytes and macrophages 

and proteinaceous background. Considering the younger 

age of the patient and size of the cyst >3 cm being a 

worrisome feature, decision was taken to post the patient 

for excision of the cyst. 

Intra operative findings: patient was posted for 

exploratory laparotomy with excision of cyst under 

general anaesthesia. There was e/o a cystic mass of 

2.6×5.4×4.2 cm arising from the body of pancreas which 

was originating from the branched pancreatic duct. The 

cyst was traced as proximally as possible and branched 

duct was ligated followed by retrieval of cyst. Rest if the 

pancreas appeared normal. Intra peritoneal drain was 

placed and abdomen was closed. Histopathology revealed 

it to be a benign cystic neoplasm of pancreas s/o IPMN 

with no e/o malignancy. 

Postoperative period: patient was started on orals on 

postoperative day 3 and all sutures were removed on post 

op day 10 thus making her postoperative period 

uneventful. 

DISCUSSION  

IPMN is more common in the age group of 65 to 75 years 

with equal prevalence in male and female. The symptoms 

may vary from asymptomatic to pain in abdomen, nausea, 

vomiting, jaundice and weight loss. It is classified into 

main duct, branched duct and mixed type. Malignant 

predisposition is more with main duct IPMN (60%) then 

mixed followed by branched (12-30%). Investigations 

considered are CECT(A+P), Endoscopic USG and cyst 

fluid aspiration and cytology. Cyst fluid shows raised 

mucin, amylase and CEA level of more than 192 

ng/ml.2,9,10-12 

Main duct IPMNs usually are subjected to resection 

(pancreaticoduodenectomy with triple bypass) while 

branched duct ones are kept under surveillance.9-12 The 

features are classified into:  

High risk stigmata  

Obstructive jaundice with cystic lesion in head, solid 

component, main duct > or = 10 mm; considered for 

resection. 

Worrisome features  

Size >3 cm, main duct 5-9 mm, enhancing cyst walls and 

non enhancing mural nodules; further evaluation by EUS 

and then decision for further management.2,9 

If patient is planned for surveillance, a 6 monthly follow 

up is done for 2 years followed by annually thereafter to 

look for any malignant transformation.9-12 

Current literature states that the prognostic features and 

life expectancy of the patient needs to be considered in 

management of IPMNs.9 Therefore in cases similar to 

present scenario where the age of the patient is on lower 

side, tumour is arising from the branched duct but patient 



Jadhav SP et al. Int Surg J. 2022 Mar;9(3):746-748 

                                                                                              
                                                                                              International Surgery Journal | March 2022 | Vol 9 | Issue 3    Page 748 

shows high risk and worrisome features on CECT(A+P) 

the mainstay of treatment should be surgical resection of 

the tumour. Close follow up is necessary if surveillance is 

planned. However as the life expectancy of the patient in 

this case is considerably more, one must plan for surgical 

intervention as the tumour though arising from branched 

duct and having less predisposition to malignancy as 

compared to main duct ones, has a longer span to 

undergo malignant transformation. 

CONCLUSION 

Age of the patient and life expectancy play a major role 

in the management of IPMN. In case of younger age 

group where the incidental detection of IPMNs are 

encountered it is better to consider resection of the 

tumour rather than timely surveillance as the longer life 

expectancy in such patients may tend to provide an 

adequate time span for a low grade, branched duct 

tumour with worrisome features to undergo malignant 

transformation. Therefore high suspicion, good 

radiological knowledge and timely intervention remains 

the key for management of IPMNs in patients with 

younger age group. 
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