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A Pancreatic Cyst Leading to Obstructive 
Jaundice
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A 71-year-old female patient presented with new-on-
set jaundice (total bilirubin 7.39 mg/dL, conjugated bili-
rubin 5.38 mg/dL), choluria, and acholia. Her past medi-
cal history was remarkable for a pancreatic head cystic 
lesion diagnosed in 2009; it was a 24-mm multilocular 
cystic lesion, with no communication with the pancreatic 
duct or dilatation of this duct, with a central scar that re-
mained asymptomatic and stable in size until 2015, when 
follow-up was lost. An abdominal ultrasound revealed a 
47 × 45 mm heterogeneous mass in the pancreatic head, 
associated with de novo common bile duct (CBD) dilata-
tion (17 mm in the liver hilum).

Magnetic resonance cholangiopancreatography showed 
a multilocular pancreatic head cystic lesion, measuring  
60 × 70 × 57 mm and apparently communicating with the 
main pancreatic duct (MPD), without evident central scar. 
There was also CBD and intrahepatic bile duct dilation, as 
well as pancreatic body and tail atrophy (Fig. 1). 

Endoscopic ultrasound (EUS) documented a predomi-
nantly microcystic lesion located in the head of the pan-
creas, measuring 53 × 46 mm, with a few macrocysts and 
pseudo-solid areas, compressing the CBD and the superior 
mesenteric vein, and without vascular invasion or Wirsung 
dilatation (Fig. 2). Fine-needle aspiration of the macrocyst 
and of a pseudo-solid area was performed. Cyst fluid bio-
chemistry analysis revealed a high amylase level (54,085 
UI/L) and a low CEA (2 ng/mL). EUS-fine-needle aspira-
tion cytology showed cuboidal cells, negative for CK8/18, 
synaptophysin, and chromogranin-A (Fig. 3). For jaundice 
palliation, endoscopic retrograde cholangiopancreatogra-
phy (ERCP) was then performed, and a plastic stent was 
placed. During ERCP, incidental pancreatic duct cannula-
tion and contrast injection occurred, and pancreatography 
showed a multicystic lesion in the head of the pancreas and 
confirmed MPD communication (Fig. 4). 

At this point, differential diagnosis include side-
branch intraductal papillary mucinous neoplasm, muci-
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nous cystic neoplasm, serous cystic neoplasm and pseu-
dopapillary neoplasm. The previously reported scar, the 
low CEA, and the presence of cuboid epithelium pointed 
to a serous cystic neoplasm. Despite the uncertain diag-

nosis, the presence of high-risk stigmata lead to surgical 
resection (Whipple procedure), confirming the diagnosis 
of a serous cystic neoplasm. After the surgery, complete 
resolution of the symptomatology was noted. 
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Fig. 1. Magnetic resonance cholangiopancreatography. Multilocu-
lar pancreatic head cystic lesion, apparently communicating with 
the MPD, and CBD and intrahepatic bile duct dilation.

Fig. 2. EUS. Predominantly microcystic pancreatic lesion located 
in the head of the pancreas, with a few macrocysts and pseudo-
solid areas.

Fig. 3. Cytology (×400). Cuboidal cells, negative for CK8/18, synaptophysin, and chromo-
granin-A.

Fig. 4. ERCP (pancreatography). Multicys-
tic pancreatic head lesion with MPD com-
munication.
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Serous cystic neoplasms account for 8–17% of the 
clinically encountered pancreatic cystic lesions and are 
predominantly found in middle-aged females [1]. These 
lesions are usually benign and asymptomatic and pres-
ent a benign clinical course in the vast majority of pa-
tients [2]. Symptoms may occur, typically in those pa-
tients with lesions > 4 cm in size, and are often attributed 
to mass effect or to infiltration of adjacent structures. 
Abdominal pain (25%), palpable mass (10%), and jaun-
dice (7%) are the main clinical manifestations. In such 
cases, symptomatic surgical resection should be consid-
ered, and once resected, no further surveillance imaging 
is needed [3].

In the reported case, presurgical diagnosis was not 
straightforward, mainly due to the presence of pseudo-
solid areas and cystic communication with the MPD with 
subsequent high amylase, which is a rare feature of serous 
cystic neoplasm. Although rare, communication with the 
MPD has been reported occasionally (0–0.6%) in serous 
cystic neoplasm, requiring a strong suspicion, so that the 
misdiagnosis of an intraductal papillary mucinous neo-
plasm is avoided [1]. 
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