higher sensitivity /s pec

survival over 50% 5-10yr

7% recurmence rate

\“ Follow-up

invasive CA

city than CT/ultasound

poor prognosis. adenoCA & mets

FNA has high false negative rate

cysts have paucity of cells

mucinous neoplasm

suggests communication w pancreatic duct

mucin

amylase

CEA >192 ng/m!

test

Endos copc ultrasound

Cooperative Pancreatic Cyst Study
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Predictive of CAaccuracy 79%

in resectable cases

removed atWhipple unless panc head ___J'

3.3% risk of malignancy ®

close followup <3cm

Cystic Pancreatic Lesions

MCN: tail pancreatectomy/splenectomy

MDT IPMT head: Whipple's.

surgery >3 cm/mucinous

“ Consensus

19% of MDT IPMT: total pancreatectomy

BOT IPMT: follow up if <2.5 cm, thin vall, and normal MPD

monitor

Serous cystadenoma

Surgery.

fisla

exocrine insufficiency S

Morbidity 58%

differentiate neoplasm from

infections if splenectomy

EUS and FNA

initial detection by ultrasound

follow up with CT, MRI, MRCP

Pan.

Serous & mucinous neoplasms

Mortality 5%

creat

s & pseudocyst

“|Imaging & Management

PET scan cannot differentiate malignant from benign based on SUV.
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Pseudocyst

Serous cystic pancreatic neoplasm

Mucinous cystic neoplasm (MCN)

Intraductal papillary mucinous tumour (IPMT)

Hx of pancreatitis

Unilocular

Thin vall (<4mm)

Inflammatory pseudocyst

Rare- intemal septation

90% of panc reatic cystic neoplasms

id ps eudopapillary

Frantz/Hamoudi

kids  female 405

black/ eastasian descent

pancreas body/

Remaining 10% S

neuroendocrine

acinarcystadenoCA

lymphangioma

60

all parts of the pancreas

cluster of microcysts 1-20 mm

Serous honeycomb appearance

20% are macrocystic/solid

20% calcified central scar
usu benign

True cystic neoplasm spectrum of benign to malignant

40-50 yrs, female
pancreatic body/ tail
unilocular

Mucinous

some macrocystic >2 cm

ovarian type stroma

eggshell calcification

60-70 yrs

equal gender prediliction

head/ body of pancreas

main duct =

large well encaps ulated mass

haemorthagic degeneration

fluid-debris level

lowgrade potential for malignancy

equal gender predis position

usu nonfunctioning islet cell

Mleeding

infection

/. PREDICTIVE of CA
L

segmental/diffuse main PD dilatation

communicates with duct

branch duct

e clusteres, nomal PD

spectum- benign to CA

Mt =

MDT-IPMT higherincidence of malignancy

failure to demonstrate communication with MPD does not exclude

Predictive of CA 2

MPD >10-15 mm

wmour >3 cm

focal wall thickening > 3mm

mural nodules >3 mm

jaundice, weight loss, >70yrs

PET scan cannot differentiate malignant from benign based on SUV

Cystic degeneration © _Pancreatic adenocarcinoma ©  solid

von Hippel Lindau
“| polycystic dz

cystic fibrosis

True epithelial cyst




