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Editorial

Incidental pancreatic cyst: still a lot of road to cover
Cisto pancreático incidental: ainda muita estrada para percorrer
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The wide dissemination of and technological advances in 
imaging examinations over the last two decades have given 
rise to a new entity(1): the incidentaloma. An incidentaloma 
consists of an image observed incidentally or accidentally 
in a patient who does not present any related symptoms or 
biochemical abnormalities(1). Incidentalomas were first men-
tioned in articles published in the 1990s(2). One study of the 
subject was published in an important medical journal in 
1992(3). The authors addressed the cascade of examinations 
and interventions resulting from an incidental finding, as well 
as the cost of that approach and the sometimes unnecessary 
exposure of the patient to risks or anxiety(3). In the abdominal 
field, hepatic, adrenal, renal, and pancreatic incidentalomas 
are fairly common, to the point of motivating the American 
College of Radiology (ACR) to create a committee to establish 
guidelines for the management of such findings(4). In the last 
ten years, several international societies have published simi-
lar or sometimes contradictory guidelines or recommenda-
tions for the management of incidental pancreatic cysts(5–7).

In the first studies of the topic, incidental pancreatic cysts 
were reportedly found in 13.0–19.5% of abdominal magnetic 
resonance imaging (MRI) studies(8,9) and in 2.5% of computed 
tomography (CT) scans(10). In other studies, the reported prev-
alence has been as low as 2.0% and as high as 45.0%(11,12), 
indicating that although pancreatic incidentalomas might be 
common, their exact prevalence is still poorly understood and 
depends not only on the imaging method adopted and the pro-
file of the population studied (the prevalence increasing with 
age) but also on variables such as the examination technique, 
as well as the experience and diligence of the observers.

In this issue of Radiologia Brasileira, Falqueto et al.(13) 
retrospectively evaluated 924 sequential patients submitted 
to MRI (n = 443) or CT (n = 481) and found pancreatic cysts 
in 6.1% and 3.1% of the examinations, respectively, the mean 
prevalence being 4.5%. Among the 42 patients with pancreatic 
cysts, the prevalence was 17 times greater in those with pan-
creatic complaints (42.9%) than in those with other symptoms 

(2.4%). That is quite similar to the 2.5% prevalence observed in 
a large sample of adult patients in the United States(12).

On the basis of the clinical data and imaging aspects, 
Falqueto et al.(13) classified pancreatic cystic lesions as neo-
plastic or non-neoplastic. The authors found signs of malig-
nancy risk in 26.3% of the 38 cases classified as neoplastic, 
the cysts being interpreted as intraductal papillary mucinous 
neoplasms (IPMNs) in 74% of those cases. The worrisome 
signs for malignancy of a cyst were a diameter greater than 30 
mm, a solid component, and dilation of the main pancreatic 
duct. Despite the discrepancies among the various guidelines 
and recommendations published, there is a tendency to con-
sider the following aspects as suspicious for malignancy in an 
IPMN(5): a diameter ≥ 30 mm; wall thickening; no contrast en-
hancement of the nodule; and a main pancreatic duct diam-
eter of 5–9 mm. The aspects considered to indicate a high risk 
for IPMN malignancy are an enhancing solid component within 
a cyst, a main pancreatic duct diameter > 9 mm without other 
cause of obstruction, and biliary tract dilation or jaundice sec-
ondary to a pancreatic head cyst(5). Other risk factors include 
IPMN growth of more than 2 mm per year and an elevated 
level of Ca 19-9(6). When one or more of these high-risk fea-
tures are identified on CT or MRI scans, surgical intervention, 
preceded or not by endoscopic ultrasound-guided fine needle 
aspiration (EUS-FNA), can be considered(5,14,15). Some authors 
recommend that any cyst that is a candidate for resection 
should undergo to EUS-FNA, in order to reduce the number of 
unnecessary surgeries(15).

Among the current guidelines, there are several discrep-
ancies in the follow-up algorithm, mainly regarding the cut-off 
diameter adopted to indicate a change in practice, the time be-
tween examinations, and the duration of follow-up. In a recent 
article published by the ACR Incidental Findings Committee, 
as the first revision of the document released in 2010, Megi-
bow et al.(15) stated that the recommendations are based not 
only on the level of evidence but also on personal experience, 
when evidence is lacking, and their consensus is a guidance 
rather than formal guidelines. The main changes proposed in 
the management of patients with incidental pancreatic cysts 
were a longer follow-up period (10 years)—due to reports of the 
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development of invasive pancreatic adenocarcinoma after 5 
years of follow-up(16,17)—a more liberal use of EUS-FNA, and the 
recommendation to discontinue follow-up beyond 80 years of 
age, except when there are symptoms. It should be keep in 
mind that only cysts with a diameter > 1.5 cm contain a suf-
ficient volume of fluid (1–2 mL) to allow reliable cytological and 
biochemical analyses(18). Other authors have asserted that 
the diagnostic accuracy of fine-needle aspiration is increased 
when the results are considered in association with clinical and 
imaging aspects(19).

Another recently introduced question concerns the growth 
of a pancreatic cyst over time. Megibow et al.(15) suggested that 
growth of a cyst (sufficient to raise suspicion of malignancy) 
can be defined as an increase in its diameter > 100% if it has 
an initial diameter < 0.5 cm, > 50% if it has an initial diameter 
of ≥ 0.5 to < 1.5 cm, and > 20% if it has an initial diameter ≥ 
1.5 cm. Of course, from a mathematical point of view, a 40% 
increase in a 1.4-cm cyst is more significant than is a 25% 
increase in a 1.5-cm cyst, which makes the use of common 
sense essential when following this particular criteria.

In some of the guidelines adopted by various study 
groups, there is no concern of identifying, in cysts smaller than 
2.0 or 3.0 cm, communication with the pancreatic duct, which 
would indicate a diagnosis of IPMN(4,6). However, Megibow et 
al.(15) proposed a specific algorithm for small cysts (1.5–2.5 
cm) suspected of being IPMNs, recommending longer inter-
vals between imaging studies for patients with cysts < 2.0 cm.

Despite the high prevalence of pancreatic incidentalo-
mas, it is undeniable that little is known about their natural 
history. For example, the reported rates of cyst malignancy by 
morphological type vary widely in the literature, ranging from 
12% to 47% for branch-duct (type II) IPMNs and from 38% to 
68% for main-duct (type I) or mixed (type III) IPMNs(20). That 
variation might be due to the histological criteria adopted to 
consider the malignancy of the lesion. Ultimately, it can be said 
that exact rates of malignancy of small incidental pancreatic 
cysts remain unknown(15,21).

The various published guidelines adopt different cyst diam-
eter cut-off points, ranging from 1.5 cm to 3.0 cm, to indicate 
changes in the timing of follow-up evaluations and needle as-
piration. Therefore, once a pancreatic cyst has been identified 
and a pseudocyst has been excluded (on the basis of the clini-
cal history), which of the various guidelines should be followed? 
For now, there is no clear answer to that question(22).

In summary, there are certain relevant data of which ra-
diologists should be aware. There is a tendency for CT and 
MRI, with dedicated protocols for the study of the pancreatic 
region, to be considered equivalent for detecting the main 
warning signs or risk of malignancy in the incidental pancreatic 

cyst(23,24). Magnetic resonance cholangiography is the most 
effective noninvasive method for demonstrating communica-
tion between a cyst and the pancreatic duct(1). Cysts < 2.0 cm 
are difficult to characterize, which, according to some guide-
lines, does not affect the management proposed, such cysts 
basically being monitored (with varying frequency) by imaging 
methods, preferably MRI. The use of abdominal ultrasound to 
monitor these cysts, although desirable, is still controversial 
because of its questionable reproducibility(25,26). Indetermi-
nate cysts are considered to be IPMNs until proven otherwise, 
because of their high prevalence(15). Serous cystadenoma and 
pancreatic pseudocyst can be diagnosed on the basis of their 
typical radiological features and of the history of pancreatitis, 
respectively. Small pancreatic cysts need not be followed up 
in asymptomatic patients who remain stable for 10 years. In 
patients over 80 years of age, the need for the monitoring of 
pancreatic cysts in asymptomatic patients is highly debatable. 
There is a tendency for some radiologists do not report pan-
creatic cysts smaller than 5 mm (known as “white dot” cysts) 
found incidentally in patients over 75 years of age(15). In pa-
tients with pancreatic cysts that show growth or other warning 
signs for malignancy, there has been an increase in the use 
of EUS combined with FNA, in order to measure the carcino-
embryonic antigen level, the amylase level, and to identify the 
presence of mucin(18).

REFERENCES
 1. Megibow AJ, Baker ME, Gore RM, et al. The incidental pancreatic cyst. Radiol 

Clin North Am. 2011;49:349–59.
 2. Yamakita N, Sugimoto M, Takeda N, et al. Pseudo-adrenal incidentaloma: mag-

netic resonance imaging in a patient with para-adrenal Castleman’s disease. 
Urol Int. 1992;49:171–4.

 3. Pauker SG, Kopelman RI. Trapped by an incidental finding. N Engl J Med. 1992; 
326:40–3.

 4. Berland LL, Silverman SG, Gore RM, et al. Managing incidental findings on ab-
dominal CT: white paper of the ACR incidental findings committee. J Am Coll 
Radiol. 2010;7:754–73.

 5. Tanaka M, Fernández-del Castillo C, Adsay V, et al. International consensus 
guidelines 2012 for the management of IPMN and MCN of the pancreas. Pan-
creatology. 2012;12:183–97.

 6. Del Chiaro M, Verbeke C, Salvia R, et al. European experts consensus statement 
on cystic tumours of the pancreas. Dig Liver Dis. 2013;45:703–11.

 7. Vege SS, Ziring B, Jain R, et al. American gastroenterological association institute 
guideline on the diagnosis and management of asymptomatic neoplastic pan-
creatic cysts. Gastroenterology. 2015;148:819–22; quize12–3.

 8. Lee KS, Sekhar A, Rofsky NM, et al. Prevalence of incidental pancreatic cysts 
in the adult population on MR imaging. Am J Gastroenterol. 2010;105:2079–
84.

 9. Zhang XM, Mitchell DG, Dohke M, et al. Pancreatic cysts: depiction on single-
shot fast spin-echo MR images. Radiology. 2002;223:547–53.

10. Laffan TA, Horton KM, Klein AP, et al. Prevalence of unsuspected pancreatic 
cysts on MDCT. AJR Am J Roentgenol. 2008;191:802–7.

11. Girometti R, Intini S, Brondani G, et al. Incidental pancreatic cysts on 3D turbo 
spin echo magnetic resonance cholangiopancreatography: prevalence and re-
lation with clinical and imaging features. Abdom Imaging. 2011;36:196–205.

12. Gardner TB, Glass LM, Smith KD, et al. Pancreatic cyst prevalence and the 
risk of mucin-producing adenocarcinoma in US adults. Am J Gastroenterol. 
2013;108:1546–50.

13. Falqueto A, Pelandré GL, Costa MZG, et al. Prevalência de lesões císticas pan-
creáticas em exames de imagem e associação com sinais de risco de maligni-
dade. Radiol Bras. 2018;51:218–24.



Radiol Bras. 2018 Jul/Ago;51(4):V–VII VII

This is an open-access article distributed under the terms of the Creative Commons Attribution License.

14. Pozzi-Mucelli RM, Rinta-Kiikka I, Wünsche K, et al. Pancreatic MRI for the sur-
veillance of cystic neoplasms: comparison of a short with a comprehensive im-
aging protocol. Eur Radiol. 2017;27:41–50.

15. Megibow AJ, Baker ME, Morgan DE, et al. Management of incidental pancreatic 
cysts: a white paper of the ACR Incidental Findings Committee. J Am Coll Radiol. 
2017;14:911–23.

16. Lawrence SA, Attiyeh MA, Seier K, et al. Should patients with cystic lesions of 
the pancreas undergo long-term radiographic surveillance?: Results of 3024 
patients evaluated at a single institution. Ann Surg. 2017;266:536–44.

17. Pergolini I, Sahora K, Ferrone CR, et al. Long-term risk of pancreatic malignancy 
in patients with branch duct intraductal papillary mucinous neoplasm in a refer-
ral center. Gastroenterology. 2017;153:1284–94.e1.

18. Scheiman JM, Hwang JH, Moayyedi P. American gastroenterological association 
technical review on the diagnosis and management of asymptomatic neoplastic 
pancreatic cysts. Gastroenterology. 2015;148:824–48.e22.

19. Springer S, Wang Y, Dal Molin M, et al. A combination of molecular markers and 
clinical features improve the classification of pancreatic cysts. Gastroenterology. 
2015;149:1501–10.

20. Stark A, Donahue TR, Reber HA, et al. Pancreatic cyst disease: a review. JAMA. 
2016;315:1882–93.

21. Wu BU, Sampath K, Berberian CE, et al. Prediction of malignancy in cystic neo-
plasms of the pancreas: a population-based cohort study. Am J Gastroenterol. 
2014;109:121–9; quiz 130.

22. McGrath K. Management of incidental pancreatic cysts: which guidelines? En-
dosc Int Open. 2017;5:E209–E211.

23. Lee HJ, Kim MJ, Choi JY, et al. Relative accuracy of CT and MRI in the differen-
tiation of benign from malignant pancreatic cystic lesions. Clin Radiol. 2011; 
66:315–21.

24. Sainani NI, Saokar A, Deshpande V, et al. Comparative performance of MDCT 
and MRI with MR cholangiopancreatography in characterizing small pancreatic 
cysts. AJR Am J Roentgenol. 2009;193:722–31.

25. Paulson EK, Kothari D. Re: “Management of incidental pancreatic cysts: a white 
paper of the ACR Incidental Findings Committee”. J Am Coll Radiol 2018;15:591.

26. Megibow AJ, Baker ME, Morgan DE, et al. Author’s reply. J Am Coll Radiol 
2018;15:591–3.


