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Summary

Pancreatic cystic lesions with increasing advances imaging and 
asymptomatic cystic tumors of the pancreas has increased than 
are described prevalence in the literature between 2.6-19.6%. 
These neoplasms are almost exclusively benign tumors, and 
rarely become malignant. The aim of this paper was to re-
view the literature related to pancreatic serous cystic. Method. 
Non-Systematic literature review through Medline-PubMed 
database with headings related to pancreas serous cystadenoma 
in articles published until June 2015 was done. Discussion. 
Overall, symptomatic serous cystic neoplasms should always 
be resected. The presence of symptoms and/or the inability to 
definitively exclude a premalignant or malignant tumor are 
considered indications for surgical resection, and the tumor 
size at presentation is not essential when making the decision 
to perform surgery. Conclusion. Unless the diagnosis of serous 
cystadenoma is certain, cystic tumors with inconclusive clinical 
and imaging features should be radically treated. 
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Cistoadenoma seroso pancreático: 
diagnóstico y manejo terapéutico
Resumen

De las lesiones quísticas pancreáticas, con el avance de las 
imágenes, los tumores quísticos serosos asintomáticos han 
aumentado su prevalencia y están descritas en la literatura 
entre el 2,6 a 19,6%. Estos tumores son casi exclusivamente 
benignos y rara vez se convierten en malignos. El objetivo de 
este estudio fue revisar la literatura relacionada con las le-
siones quísticas serosas del páncreas. Método. Se realizó una 
revisión no sistemática de la literatura utilizando Medline, 
base de datos de PubMed, con los términos y descriptores re-
lacionados de cistoadenoma seroso del páncreas en los artícu-
los publicados hasta junio de 2015. Discusión. En general, 
los tumores quísticos serosos sintomáticos siempre deben ser 
resecados. La presencia de síntomas y/o la incapacidad para 
descartar permanentemente una lesión pre maligna o malig-
na se consideran indicaciones para la resección quirúrgica. 
El tamaño del tumor en el momento de la presentación no 
es esencial para la toma de decisión de realizar una cirugía. 
Conclusión. A menos que el diagnóstico de cistoadenoma 
seroso sea muy sugestivo, los tumores quísticos con caracterís-
ticas clínicas y de imagen no concluyentes deben ser tratados 
de manera radical.

Palabras claves. Cáncer de páncreas, cistoadenoma seroso, 
procedimientos quirúrgicos.

Cystic tumors of the pancreas prevalence found in 
the literature are estimated between 2.6-19.6% and its 
frequency is increasing due to the advances in imaging 
for diagnosis and asymptomatic cystic tumors of the pan-
creas has increased.1 Clarification of the clinical, patho-
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logical and imaging findings of serous cystic neoplasm 
of the pancreas is needed, and the indications for surgery 
in patients with these neoplasms are occasionally contro-
versial.2, 3

Serous cystic neoplasms are almost exclusively be-
nign tumors, even in their different morphological pre-
sentations (microcystic, oligocystic/macrocystic) and 
cystadenocarcinoma, which is infrequently reported.1-4 
Thus, 40-75% of patients with cystic pancreatic tumors 
are asymptomatic,4 and the other cases are incidentally 
detected by imaging analysis.3, 6 The aim of this paper was 
to review the literature related to pancreatic serous cystic.

Method

Non-Systematic literature review through Medline-
PubMed database with headings related to pancreas se-
rous cystadenoma in articles published until June 2015 
was done.

Discussion 

Serous microcystic adenomas are benign tumors of 
the pancreas and constitute approximately 1-2% of all 
exocrine pancreatic tumors.6, 7 Almost all serous micro-
cystic adenomas are benign, and they rarely progress to 
malignancy.5 The differential diagnosis for this disease 
includes mucinous cystic neoplasms, lymphangiomas, 
acinar cell cystadenocarcinomas, and serous cystadeno-
carcinomas.5 The most important differential diagnosis 
is the distinction between mucinous and non-mucinous 
cystic lesions. A meta analysis demonstrated that EUS 
with cyst fluid analysis could differentiate between muci-
nous and non-mucinous lesions with a sensitivity of 63% 
and specificity of 88%.8

Serous microcystic adenomas commonly present in 
older women, in the seventh to eighth decades of life. 
They have a female predominance of 70%.6, 7 Two thirds 
of patients present with symptoms, such as abdominal 
pain, an abdominal mass, nausea, vomiting, or weight 
loss. The remaining one third of tumors are incidentally 
discovered by routine physical and imaging examination 
or at autopsy.6, 7 Overall, symptomatic tumors are more 
expected to be malignant.

Imaging diagnosis of serous cystic neoplasm is not 
simple. Tumors of the pancreas that cannot be confirmed 
to be serous cystic neoplasms, which have the potential 
to become malignant, should be resected because of the 
possibility of pancreatic cancer.2 Most of the serous cystic 
neoplasms are developed in the tail or body of the pan-
creas; however, they have also been described in the head 

of the pancreas. Their size ranges from 1 to 25 cm, with 
an average size of 6 to 10 cm.6, 7

Usually, the diagnosis is performed using percutane-
ous or endoscopic ultrasonography (EUS) with guided 
aspiration or puncture and analysis of cystic fluid con-
tent, including amylase activity, viscosity, mucin pres-
ence, cytology and tumor marker levels.4 EUS with cyst 
fluid analysis was examined in a meta-analysis and was 
shown to differentiate between mucinous and non-mu-
cinous lesions with a high sensitivity and a specificity.8 
Eight microcystic serous cystadenomas with subtotal cys-
tic degeneration were retrieved from among 397 resect-
ed serous cystadenomas (2.0%). Available radiographic 
studies showed classic features findings in 2 of 4 cases. 
Four cysts were unilocular, and 4 were multilocular.12 In 
clinical practice, cystic fluid analysis should be interpret-
ed in combination with CT/MRI imaging and EUS to 
help in the diagnosis of unclear cases.7

Histologically, serous cystic neoplasms are considered 
to originate from the ductal epithelium of the pancreas. 
They appear as epithelial cells connected by occluding 
junctions and belt desmosomes resting on a basement 
membrane and have a central scar. Immunohistochemi-
cally, they are positive for cytokeratins 7, 8, 18, and 19. 
They can also be positive for CA19-9 and B72.3, being 
negative for CEA.5

Overall, symptomatic serous cystic neoplasms should 
always be resected.7 The presence of symptoms and/or 
the inability to definitively exclude a premalignant or 
malignant tumor (oligo and/or macrocystic lesions) are 
considered indications for surgical resection, and the tu-
mor size at presentation is not essential when making the 
decision to perform surgery.7 A fair consensus is that le-
sions that are asymptomatic and/or < 4 cm in size can 
be followed up at early intervals, while surgery should be 
offered to patients with symptomatic lesions and tumors 
> 4 cm, because they have been seen to grow at a rate of 
almost 1.98 cm/year.11

A multinational study of 2.622 patients, showed 74% 
were women, and median age at diagnosis was 58 years 
(16-99). Patients presented with non-specific abdominal 
pain (27%), 52% of patients were operated on during 
the first year after diagnosis, median size: 40 mm (range: 
2-200), 9% had resection beyond 1 year of follow-up: 
3 years (range: 1–20), size at diagnosis: 25 mm (range: 
4-140) and 39% had no surgery 3.6 years (range: 1–23), 
25.5 mm (range: 1–200). Surgical indications were un-
certain diagnosis (60%), symptoms (23%), size increase 
(12%), large size (6%) and adjacent organ compression 
(5%). In patients followed beyond 1 year (n = 1271), size 
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increased in 37% (growth rate: 4 mm/year), was stable in 
57% and decreased in 6%. Three serous cystadenocarci-
nomas were recorded. Postoperative mortality was 0.6% 
(n = 10), and serous cystic neoplasm related mortality was 
0.1% (n = 1).1

In a recent series, so-called locally aggressive behavior, 
defined as invasion of surrounding vessels or peripan-
creatic lymph nodes, was described in 5.1% of resected 
serous cystic neoplasms. Large tumor size (> 6 cm) and 
tumor location in the head of the pancreas were consid-
ered independent risk factors for this aggressive behavior 
and to possibly justify surgical resection.7-10

In summary, unless the diagnosis of serous cystadeno-
ma is certain, cystic tumors with inconclusive clinical and 
imaging features should be radically treated.
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