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Fig. 1 Enhanced CT showed a multilocular cystic
lesion (arrow) 3 cm in diameter in the pancreatic
head and body border and a unilocular cystic lesion
(arrow head) 15cm in diameter in the pancreatic

body. The main pancreatic duct was not dilated.

Fig. 2 Abdominal MRI showed an intramural nod-
ule (arrow) in the cystic lesions in the pancreatic
head and body border.
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Fig. 3 ERCP showed communication between the
cyst and the pancreatic duct, which was not dilated.

P 20 4 1 H o EUS TRIFEARAITIBORZE
13 14.3%11.9mm K CTHEBPEICELZIZRD Lo
7. BEFEAEHENIZ 121 X 72mm K EBRZ D, F
7o EBEE 2T40mm & FiE X D PRI A S I
(Fig. 4).

R AE 65 5 0 B AR ) & T AE O IR R % 520
LTS, BEFMETIDOLEZAFMOMN
He B ohizz0Tl 2 T L2

FAFT L BEBEARAEA TR & EARER o i T V2 B
PEARZE % 3D 72, JHPH Y iR 2 Ao 72
AR D IRZE D Fe A I % YIS 2 B4 P i A T
SH -+ R U Bl & AT L 7z,

i B AR T FL - B SE AR AT 1T 26 X 15mm K
DEEIENFREZBD 7. lem KON &
mm KOFERIRAEL TWiz, ERO NI
4x2mm K, HEICD 3mm KOE 0 ORETE L
Y %2 B 72, BEASBIZIE 12X 12mm RO H
VRN 2 R0 7. BEJERS 1 22 A - 72 (Fig.
5). FEBE L 35mm THo 7.

PR A AT © — OB 2 WAL IR b
B CHEDNTABANILR L7 KN O Tl % 7259
7z, PAS Bef CLI NS AR NI RCIR IS F 5 7
N a—47 v O R R L7 (Fig.6). /WNERO
—ERIX I EA DR O FUTEARIE G & FRd 72 h%, BE
ARG 5 & B AL 72 BB 0 W2 A M Pk 1 20 13 3R 7
oz FAPICAE L, ARILE A RO 7. M
HaS2 A, il 2U%, BB RIS Hdo 7.



68(944) WA & D2 % G 7 A ZE R IR

Fig. 4 Endoscopic ultrasonography showed intra-

mural nodule in the cystic lesion (A). Ten
months later, the cystic lesion became smaller,
but the intramural nodule (arrow) had grown (B).
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Fig. 5 (A) The cut surface of the tumor in the
pancreatic head and body border was multilocu-
lar. Brown structure was seen inside of the cyst
(arrow). (B) The cut surface of the tumor in

the pancreatic body was unilocular.
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Fig. 6 Histological examination of the tumor
showed multiple cysts lined with single-layered
cuboidal cells. Immunohistochemically, tumor cells
were positive for PAS.
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B PR I EGEER 5 ), BERRBI 2 I TH - 7.
WHRIFERE Tid 6 #1745 macrocystic type ¢, micro-
cystic type & 1 BIO A TdH - 72, BfafRIX 25~50
mm T& o 7z, 4BIAHT ERCP TERRE & 0%
WO SN Tz, ERFO%E, KL% 2 6,
RUEE IR 2 6, @&z 1 @RSz, &
W% 2 B2 B & ERE BN Lo 7201
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Table 1 Reported cases of SCTs with communicating with a pancreatic duct
Location of Size Change of | Tentative Operative
Auther Year | Age | Sex the pancreas Type (mm) Sympton MPD diagnosis method
Delcenserie® | 1988 46 F Pt macro 30 epigastralgia NC SCT tumorectomy
Furukawa? 1996 76 M Ph micro 40 abdor_ninal obstruction SCT PPPD
pain
Imamura® 1998 | 49 F Ph macro | 25 (=) stenosis, MCN PPPD
dilatation
Hashimoto® | 2001 | 42 F Ph macro | 50 (=) deviation MCN PPPD
Watanabe” 2003 | 37 F Ph macro | 40 epigastralgia ND ND PD
Watanabe” 2003 | 61 M Pt macro | 30 (=) ND ND DP
Our case 63 F Phb macro 26 back pain dilatation IPMN PPPD

Ph : head, Pb : body, Pt : tail, macro : macrocystic type, micro : microcystic type, NC : no change, ND : not described
SCT : serous cystic tumor, MCN : mucunous cystic neoplasm, IPMN : intraductal papillary mucious neoplasm

PPPD : pylorus preserving pancreaticoduodenectomy, PD : pancreaticoduodenectomy, DP : distal pancreatectomy
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A Case of Serous Cystadenoma of the Pancreas Communicating with a Pancreatic Duct

Katsutoshi Murase, Ken-ichi Sakamoto, Seishiro Sekino and Kentaro Kokubo
Department of Surgery, Mino Municipal Hospital

A 63-year-old woman seen for right back pain was found in enhanced computed tomography (CT) to have a
multilocular cystic lesion 3cm in diameter in the pancreatic head and body border. Endoscopic retrograde cho-
langiopancreatography showed communication between the cyst and the pancreatic duct, which was not di-
lated. Pancreatic juice cytology indicated no malignancy. Endoscopic ultrasonography (EUS) showed an intra-
mural nodule in the cystic lesion. Based on a tentative diagnosis of intraductal papillary mucinous neoplasm
branch subtype (adenoma or adenocarcinoma) of the pancreas, we recommended surgery, but the woman de-
sired follow-up. Ten months later, EUS showed that intramural nodules in the cystic lesion had grown, so we
conducted pylorus preserving pancreaticoduodenectomy. The cut tumor surface was multilocular and 26 X 15
mm. Histological examination showed multiple cysts lined with single-layered cuboidal cells. Immunohisto-
chemically, tumor cells were positive for PAS. Macroscopically, a brown structure was seen inside of the cyst,
but cells were not seen histologically. The definitive pathological diagnosis was serous cystic tumor macrocys-
tic type.
Key words : serous cystic tumor, pancreatic duct communication, macrocystic type
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