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Case Reports
Pancreatic ductal
adenocarcinoma with cystic
changes presenting as liver
abscess
We report a case of pancreatic adenocarcinoma with cystic
changes which masqueraded as pancreatic pseudocyst
with liver abscess.

Case Report

pseudocyst and dilated main pancreatic duct. (Figure 1,2,3)
Despite antibiotics patient continued to have fever
and abdominal pain. An ultrasound guided attempt to
aspirate liver abscess content was unsuccessful because
of solid component. Hence multiple biopsies of the solid
lesion were taken. Biopsy report was suggestive of large
rounded pleomorphic cells with vesicular nuclei and
scanty cytoplasmdesmoplastic reaction in background
suggestive of high grade malignant epithelial tumor.
Immunohistochemistry came positive for CK 7 and CK 20
suggestive of malignancy of biliary or pancreatic origin.
His OGD, colonoscopy and CT thorax were normal. His
Ca19-9 was 21671 u/ml,CEA 134 ng/ml and AFP was
1.75 ng/ml. Endoscopic ultrasound was performed and
revealed the presence of hypodense mass in region of

Case Report
A 46 years old male patient presented to us with complains
of pain in abdomen, fever and weight loss of 5Kgs and
anorexia over 40 days. Abdominal pain was boring,
predominantly in epigastric region, intermittent and was
radiating to back. Abdominal pain was associated with
intermittent spikes of high grade fever with chills and
rigors. The patient also noticed an abdominal swelling in
the epigastric region which was painless but was tender
on examination. Abdominal system examination revealed
presence of intra-abdominal retroperitoneal lump in
epigastric region around 4x4 cm sized with variable but
predominantly cystic consistency. Also there was presence
of hepatomegaly of 2 cm below costal margin which
was non tender, smooth surface, firm in consistency and
normal margins without any splenomegaly or evidence of
free fluid. His blood examination revealed Hb 8.5 Gm%,
platelets 230000, total count 5600 cell/cmm, creatinine
0.9mg/dl, serum amylase 48 mg/dl, INR 1.06, AST 49
IU/L and ALT 24IU/L. Ultrasound examination showed
presence of 6.9x5.3x6 cm heterogeneously hyper echoic
lesion in segment 4a with perilesional edema in liver and
multiple cystic lesion in body and tail region of pancreas
largest measuring 6.2x7.8x9 cm lesion in the tail reaching
upto splenic hilum. Patient was started on IV antibiotics
and IV fluids. CT scan also showed similar findings
suggestive of liver abscess in with multiple pancreatic

Figure 1:

Plain CT scan liver cut.

Figure 2:

Arterial phase.
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CEA.4 Benign aetiologies are negative for this markers.
Immunohistochemistry may also help to distinguish
between various malignant cystic lesions. IPMN main
duct type is usually positive for MUC2 and branched duct
is positive for MUC5AC.5 Cyst fluid may show presence
of high values of CEA.
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Venous phase.

neck pancreas with cystic component and presence of
multiple cystic lesion with internal debris in body and tail
region of pancreas. EUS guided biopsy of neck region
revealed presence of adenocarcinoma in neck region
with cystic change. EUS guided cyst fluid examination
revealed cyst fluid amylase - 8 u/l cyst fluid CEA ->1500
ng/ml. So diagnosis of pancreatic adenocarcinoma with
cystic change and liver metastasis was kept. Patient was
inoperable due to presence of liver metastasis and was
deemed unfit for chemotherapy because of his general
condition.

Discussion
Pancreatic adenocarcinoma is usually a solid tumour.1
However in one large series 8% patients with
adenocarcinoma showed cystic changes.2 Pancreatic
adenocarcinoma with cystic change may be of various
types. Most common of all is adenocarcinoma showing
pseudocystic changes.3 Other changes are large duct
type which is due to marked ectasia of neoplastic gland,
retention cyst and intratumoral degeneration are the
other types of change.2,3 Our patient had pseudocystic
type of changes which is most common change overall
with pancreatic adenocarcinoma. However in series of
38 patients Kosmahl et al foundl arge duct type as most
common change followed by intratumoral degeneration.2
Various immunohistochemistry markers may help to
distinguished between malignant and benign etiology.
Adenocarcinoma is frequently positive for MUC1 and
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