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A left-sided cystic pancreatic incidentaloma
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Abstract

Background: The synchronous colorectal malignancy is well described in the literature but combination of
pancreatic incidentaloma with sigmoid cancer has not been well described and the association has not been
described in syndrome.

Case presentation: A 65-year-old man from the Indian subcontinent with a history of abdominal pain with loss of
appetite, and with a history of bleeding per rectum and altered bowel habits presented to our hospital. An abdominal
examination revealed a palpable mass in the region of his epigastrium and left hypochondrium, and a rectal examination
was normal. A work-up included blood investigations, an abdominal contrast-enhanced computed tomography scan, a
colonoscopy, and a positron emission tomography/computed tomography scan. He was managed by simultaneous
distal pancreaticosplenectomy and radical sigmoidectomy. The final histopathology results were suggestive of moderately
differentiated adenocarcinoma of the sigmoid colon with serous cystadenoma of the pancreas.

Conclusions: The synchronous sigmoid colon cancer and pancreatic cystic incidentaloma is a rare presentation, which,
to the best of our knowledge, has not been reported in the literature. We report the surgical management of this case
and present a review of the literature. Genetic studies may be conducted to find out whether there is common
genetic mutation resulting in these two malignancies, and may be helpful in screening programs.
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Background
The synchronous colorectal malignancy is well described in
the literature and the incidence ranges between 2 and 9%
[1]. Association of pancreatic cystic neoplasm and symp-
tomatic colonic malignancy has not been well described in
the literature. In a series of 106 patients with serous
cystadenoma, Tseng et al. [2] found only three pa-
tients with colon adenocarcinoma (< 3%) signifying a
very low association.

Case presentation
Patient information
A 65-year-old man from the Indian subcontinent pre-
sented to our hospital with complaints of a mild, dull,

aching left-sided abdominal pain for the past year, loss
of weight and appetite for 6 months. There was a history
of per rectum bleeding and recent history of altered
bowel habits. He had no history of malignancy in the
family. There was no other clinically significant history.

Clinical Findings
A general examination of our patient was within normal
limits. There was no significant lymphadenopathy.
On abdominal examination, a 7 cm × 6 cm size lump

was palpable in the epigastric region extending up to the
left hypochondrium; it was nodular, nontender, firm in
consistency, with a well-defined border, and not moving
with respiration. The rest of his abdomen was unre-
markable. A rectal examination was normal.

Diagnostic assessment
Routine laboratory investigations including a complete
blood count, an international normalized ratio, liver
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function tests, and renal function tests were within normal
limits. Ultrasonography of his abdomen and pelvis was
performed, and a multicystic lesion in the distal body and
tail of the pancreas measuring about 7 × 7 cms was seen;
no lymph nodes were seen. The rest of his pancreas was
normal, and the proximal pancreatic duct was dilated, his
liver was normal, and no free fluid was seen. Abdominal
and pelvic contrast-enhanced computed tomography
(CECT) was performed and revealed a multicystic lobu-
lated mass arising from the distal body and tail of the pan-
creas with proximal pancreatic duct dilatation, a normal
liver, no free fluid, an irregular mass in the sigmoid colon
with mild narrowing of the lumen, with no proximal dila-
tation of the colon. Tumor marker tests showed carci-
noembryonic antigen (CEA) test results of 10.48 ng/ml
(normal value. < or = 3.0 ng/mL, in smokers: < or =
5.0 ng/mL), and a CA19–9 test result of 7.19 U/mL (<
37 U/mL). A colonoscopy revealed ulceroproliferative,
nonobstructing growth in the distal sigmoid colon with
small polyps nearby. Colonoscopic biopsy result showed
well-differentiated adenocarcinoma. A positron emission
tomography/computed tomography (PET-CT) scan was
performed and showed metabolically active circumferen-
tial thickening in the distal sigmoid colon with a max-
imum standard uptake value (SUV max) 7.0. and a
multicystic lobulated mass with low metabolic activity
arising from the distal body and tail of pancreas.
Endoscopic ultrasound confirmed the picture of

microcystic serous cystadenoma with no vessel involve-
ment or lymph nodes. An endoscopic ultrasound-guided
fine-needle aspiration biopsy (EUS- FNA) was done, his
fluid amylase levels were within normal limits, and his
fluid CEA levels were not elevated. Cytology showed
only benign cells (Figs. 1 and 2).

Therapeutic intervention
Distal pancreaticosplenectomy and radical sigmoidectomy
with end-to-end colorectal anastomosis was performed.

Follow-up and outcome
His postoperative course was uneventful. The histopath-
ology report showed microcystic (benign) serous cysta-
denoma of the pancreas, and moderately differentiated
adenocarcinoma of the sigmoid colon with lymph node
metastasis 0/37. Angiolymphatic invasion was positive,
and perineural invasion was absent.

Pathological staging: pT3pN0
Our patient was followed up every third month for 1 year
and was evaluated. Blood reports and imaging studies
were unremarkable and did not detect any recurrence
(Figs. 3, 4 and 5).

Discussion
This case report deals with a rare association of a
pancreatic incidentaloma (a large pancreatic serous
cystadenoma) with a symptomatic sigmoid colon can-
cer, which was dealt by simultaneous distal pancreti-
cosplenectomy for the pancreatic serous cystadenoma
and radical sigmoidectomy for the sigmoid colon can-
cer. Such a combined resection, to the best of our
knowledge, has not been reported in the literature.
The distal pancreaticosplenectomy was completed first
to facilitate and avoid a theoretical possibility of con-
tamination of the pancreatic area with colonic con-
tents; also the colonic resection was facilitated by
resecting the large pancreatic tumor impeding the left
colon mobilization. Subsequently the sigmoid

Fig. 1 Cystic lesion in distal pancreas on computed tomography

Fig. 2 Circumferential thickening of sigmoid colon on contrast-
enhanced computed tomography.
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resection was completed, with an end-to-end descend-
ing colon to rectum anastomosis.
Pancreatic incidentaloma (PI) has been defined as a

mass that is incidentally discovered during an imaging
study for symptoms other than the ones of the mass it-
self or the organ affected. The term was first described
by Ho, et al. [3] and Kostiuk [4].
Left-sided cystic pancreatic incidentalomas are uncom-

mon neoplasms, but a significant number of the patients
harbor early stages or frank malignancy, hence an ag-
gressive approach may be required [5].
Management of a cystic pancreatic incidentaloma (PI) is

a complex problem as there is a lot of debate in the
management of cystic lesions of the pancreas. Gore et al.
[6] have recommended that surgery should be considered
for cysts > 3 cm. size, but surgery for serous cystadenoma
surgery should be deferred till the cyst is > 4 cm.
Large (> 4 cm) serous cystadenomas are more likely to

be symptomatic. Although the median growth rate for

this neoplasm is only 0.6 cm/year, it is significantly
greater in large tumors. Whereas expectant management
is reasonable in small asymptomatic tumors, resection
for large serous cystadenomas is recommended, regard-
less of the presence or absence of symptoms [3].
Serous cystadenoma are generally considered benign

cystic tumors of the pancreas. Very rarely, they are ma-
lignant (< 1% incidence) [2, 6, 7].
In a multi-institutional retrospective study of 398 pa-

tients, Le Borgne et al. [8] found only three cases of ser-
ous cystadenoma of pancreas in association with renal
cell carcinoma and von Hippel-Lindau disease. In an-
other series of 106 patients of serous cystadenoma,
Tseng et al. [2] found only three patients with colon
adenocarcinoma (< 3%) signifying a very low association,
but the authors did not mention the treatment modality
adopted in these three cases.
The role of F-18-fluorodeoxyglucose positron emission

tomography (FDG-PET) has been discussed Tseng et al.
[2] and Sperti et al. [9]. FDG-PET has an important role
in distinguishing between benign and malignant cystic
pancreatic lesions. A negative result may avoid unneces-
sary operations in asymptomatic or high-risk patients. In
our case, a FDG-PET scan revealed a high uptake by the
sigmoid tumor, but the uptake by the pancreatic tumor
was low suggesting a benign tumor.
Endoscopic ultrasound is increasingly being used in

characterization of cystic pancreatic lesions because it
provides the highest resolution of the lesion and guided
fine-needle aspiration can be done for analysis of the
fluid for cytology, viscosity, amylase levels, tumor
marker levels, and molecular analysis that may contrib-
ute significantly in management of the case [10].

Fig. 4 Growth in distal sigmoid colon

Fig. 3 Cystic lesion in distal pancreas

Fig. 5 Circumferential growth in distal sigmoid
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In the literature, there is not much data on concomi-
tant occurrence of serous cystadenoma and colorectal
malignancy, but colorectal cancers are the most com-
mon extrapancreatic malignancy associated with intra-
ductal papillary mucinous neoplasm (IPMN) in studies
performed in Western patients ranging from 3 to 12%
[11, 12], while gastric cancer was reported in 6–13% of
Asian patients with IPMN [13, 14].

Conclusions
This case report deals with a rare combination of a large
cystic pancreatic incidentaloma, a benign serous cystade-
noma, with a symptomatic sigmoid colon cancer, which
was successfully managed with a simultaneous distal
pancreaticosplenectomy and radical sigmoidectomy, in
that sequence. To the best of our knowledge, such a sur-
gical procedure in a case of cystic pancreatic incidenta-
loma has not been reported. Genetic studies may be
conducted to find out whether there is common genetic
mutation resulting in these two malignancy and may be
helpful in screening programs.
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