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CASE SUMMARY
A 90-year-old female presented 

with nausea and vomiting. The patient 
reported a decrease in appetite and 
fluid intake for 3 weeks. Upon physi-
cal examination, the patient’s abdo-
men was distended and tender to 
palpation in the epigastric region. 
Decreased bowel sounds were also 
noted. A nasogastric tube was placed 
for suction decompression. A CT 
abdomen with oral and intravenous 
contrast was performed, demonstrat-
ing gastric distention with mechanical 
obstruction by multiple cystic lesions 
consistent with oligocystic pancreatic 
serous cystadenoma. An esophago-
gastroduodenoscopy was performed, 
and confirmed complete gastric outlet 
obstruction occurring at the duodenal 
bulb. The patient underwent a gastro-
jejunostomy.

IMAGING FINDINGS
Contrast CT of the abdomen demon-

strated gallbladder distention, common 
bile duct dilatation up to 1.4 cm, and 
massive gastric distension measuring 
up to 22 cm in the AP dimension. The 
pancreatic head and uncinate process 
were intact, while the body and tail 

were replaced with multiple variously 
sized cystic lesions (Figure 1).

DIAGNOSIS
Complete gastric outlet obstruction 

secondary to oligocystic pancreatic 
serous cystadenoma

DISCUSSION
Pancreatic Serous Cystadenoma 

(PSC) is a benign pancreatic neoplasm 
that occurs in the 5th to 7th decade of 
life, and is more common in females 
than in males with chronic pancreatitis. 
There are two different types of PSC; 
the more common microcystic, and the 
less common macrocystic, or oligo-
cystic, PSC.1 Most patients diagnosed 
with PSC tend to be asymptomatic if 
the lesion is less than 4 cm. However, 
lesions larger than 4 cm can produce 
symptoms ranging from mass effect, 
such as abdominal discomfort, to mul-
tiple episodes of vomiting due gastric 
outlet obstruction.1

Diagnosis consists of MRI or CT 
imaging. In this case, CT was the pre-
ferred method due to the concerns of 
possible obstruction. For further char-
acterization of the cystadenomas, cross- 
sectional imaging helped determine  

cyst features and malignant patterns.2 
PSC presents as a well-demarcated 
multicystic lesion with central scarring 
visible in fewer than 20% of cases.3 
Oligocystic PSC measuring greater 
than 5 mm have a lobulated appear-
ance. Septations may or may not be 
present.4 Endoscopic ultrasound with 
fine-needle aspiration provides a high- 
quality image of the pancreas and 
allows for lesion sampling.5

After diagnosis, further manage-
ment depends on cystic size and symp-
toms. Cysts measuring less than 4 cm 
or which have benign characteristics, 
warrant surveillance imaging with no 
intervention. Only symptomatic cysts 
measuring 5 cm require surgical inter-
vention to relieve ongoing symptoms.5  
Surgical removal of the PSC is curative, 
with an extremely low recurrence rate.6 

CONCLUSION
Pancreatic serous cystadenomas 

are grouped into either microcystic 
or oligocystic (macrocystic). Oli-
gocystic pancreatic serous cystade-
nomas account for fewer than 10% 
of all cases. Nonetheless, they are a 
complication of chronic pancreatitis. 
When symptoms of complete gastric 
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outlet obstruction occur, further inves-
tigation with CT imaging or MRI is 
required. Variables including size, 
location, and symptom severity, allow 

for surgical intervention as a treatment 
option. Gastrojejunostomy was suc-
cessful in this patient, with no further 
complications.
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FIGURE 1. (A) Axial CT with oral and IV contrast shows multiple cystic lesions within the 
body and tail of the pancreas with preserved pancreatic head and uncinate process and 
massive gastric distention. (B) Coronal CT image demonstrating gallbladder distention and 
pancreatic cystic lesions. (C) The cystic lesions and gastric distension again demonstrated 
in sagittal CT imaging.
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