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Recent advances on management of pancreatic cysts
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[Abstract] Pancreatic cysts have many histological subtypes. With development of imaging techniques such as
computed tomography and magnetic resonance imaging, detection rate of pancreatic cysts has been increasing. And
standardized diagnosis and treatment of pancreatic cysts remains a clinical challenge. Due to insufficient understanding of
imaging features and tumor markers of pancreatic cysts, a reasonable procedure of diagnosis and treatment has not been
published so far. Several guidelines for the diagnosis and treatment of pancreatic cysts with high impact have been published,
including international consensus guidelines, European experts consensus statement and American Gastroenterological
Association guidelines. This review focused on the diagnosis and treatment strategies and suggestions proposed by the above
guidelines, and application of endoscopic ultrasonography, so as to provid references for treatment of pancreatic cysts.

[Key words] pancreatic cyst; intraductal papillary mucinous neoplasm; international consensus guidelines; European
experts consensus statement; American Gastroenterological Association guidelines
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WAl 47.5 (8~89) %, M SPT i
WU, 27 32.0%, HUGE SCN & IPMN, MCN
di /b IPMN B RE w, 2920 32.0%, SCN
MARRIEAR, X 0.6%; PR R A RSN 2
Wrd I . RIS, RS i 22 Y 1 A
LWERIUN 33.0%, JuLL SCN Ak (13.7%) Y,
CT. MRI KA H i PRAG H Jo M 4 1 e &% o1
W 2R EZEF B, HT W R AR T A SRR AE i
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W7, (LTRSS s R R B, A
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resonance cholangiopancreatography, MRCP ) A] E
WL ik 7R B A ) AR LA S M A
VR L . MRCP Xf IPMN B4 A2 T8 f 6 H N
73%, T CT Kz %11 18%; H'5 MRCP 4%,
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2.1 B2 H (international consensus

guidelines, ICG 2006 ) ' FEBRIFE R SUFRA
ff8r, T 2006 FLEANG BRI AR SRR A
ZAEE EEANNT IPMN e MCN, HFARFEIE R F=
A RANR A8 IPMN . MCN; 43 i A S48
WFLIR MR (branch duct-intraductal papillary
mucinous neoplasm, BD-IPMN ) E >3 cm. [f}
BEZSTY . pOEEUR R AR RIS . 4 A 2 A6 A P
IR T FARIRYT . HAR<3 em By BD-IPMN AR
PEFENP I NEIERET TR : 1~2 em BRAEREDS 1
W, 2~3cm & 3~6 HEEVI 11K,
2.2 Fr 3t 1235 #1597 (revised international
fili5 455
FH: FUIMI{E ( positive predictive value, PPV ) ik
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2012 AF[RARE AR & 48 e Befily B AT T — kB
1T, MR XFE RS %36 R AR X IPMN &
MCN., MCN BHWF FARGIT, #hER<
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(fine needle aspiration, FNA ) Ki#r, JfHR#EHAG
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6 mm S E I R AR AR MR MR S I ARE IR IR T
ARIGIT . T EARRIAMEBEERSIENE | 4£5
6 N HAT MRI & EUS f#r, 2 kk o8 ] ik
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Tab 1 Indications of EUS, and surgery and surveillance for pancreatic cyst in three guidelines/consensus

Guideline/consensus Indications and surveillance
ICG 2012
Indications for EUS Presentation with pancreatitis; cyst size>>3 cm; thickening/enhancing cyst wall; internal diameter

of main pancreatic duct being 5-9 mm; non-enhancing mural nodules; abrupt tapering of the

pancreatic duct with distal tail atrophy

Indications for surgery

Obstructive jaundice in the setting of a pancreatic head cyst; enhancing solid component in the cyst;

main pancreatic duct dilatation™>10 mm

Cyst size>3 cm or inconclusive EUS: alternating EUS with MRI every 3-6 months

Cyst size 2-3 cm: EUS every 3-6 months and then alternate EUS with MRI at lengthening interval if

Cyst size being 1-2 cm: CT or MRI every 2 years, then lengthen interval if no change

Surveillance
stable
Cyst size<<1 cm: CT/MRI every 2-3 years
AGA
Indications for EUS

the main pancreatic duct
Indications for surgery
Surveillance

European experts consensus
Indications for EUS

Indications for surgery

Two of three risk factors: cyst size>>3 cm; the presence of a solid component in the cyst; dilatation of

Both a solid component and a dilated pancreatic duct and/or concerning features on EUS and FNA

Surveillance with MRI every 1-2 years; stop surveillance after 5 years if no change

Using EUS as part of a multimodality diagnostic evaluation
Absolute indications: symptoms related to the pancreas (e.g, jaundice, diabetes, and acute

pancreatitis); mural nodules; dilatation of the main pancreatic duct

Relative indications: rapidly increasing cyst size; elevated serum levels of CA19-9

Surveillance

Surveillance with MRI or EUS: every 6 months for 1 year; every year X 5 years; every 6 months after

5 years; continue surveillance as long as patient is a surgical candidate

EUS: Endoscopic ultrasonography; ICG: International consensus guideline; AGA: American Gastroenterological Association;

FNA: Fine needle aspiration; CT: Computed tomography; MRI: Magnetic resonance imaging; CA19-9: Carbohydrate antigen 19-9

2.4 2B ¥ M4 ( American Gastroenterological
Association, AGA) 5 2015 4F AGA 51 £ %
EEXT ICRER R R e s 1 AE TR AR >
3em, EFREY K. BERELS T 2 MER R E
17T EUS Kidr, [FIRFAETE R 5K FIBHRE 45 45 o
G I MR A BAPEAT T RIGYT . EUS KA B
G FIRFAGR S R B N BE DTS . SRR
1 447 MRI Kade, BEfS 5 2 4F5 4 1R, 5 480kt
ToH AR IR DT L3R 1.

3 BiEmERLIAFMASEREEFA, MR

FARYIERAALAT LLY) B A Wi A= 28 1 19 9
AR ARG RRER, U nT BBk R S R A
AR DUE SR A, SRR Y 2R
FBto BT AT LAEM A2, SN I ™
AR T AGE N IE A FARBIHL, PR AT AR
%o BT FARAREREREAEA 55 E  B
TIM{E ( negative predictive value, NPV ) , AJik%|
75%~100%, 1 PPV &%, 1V 0 11%~52%",
B FHET ICG 2012, HAIAR AR, PPV

UH 27%~62%, NPV Ky 82%~100%"", HHi
K AGA F5 79 1Y SCkFRIE #¢/0, Singhi 25 [a] it
PESAT 225 151 TCHE DR I 0 4 3 B %) 161
B, HAZWREMERAE R PPV FI NPV 23918 52%
1 82%., Ma ZEBESY 239 15l R S 1 Ml s 1)
AR R BYORE, A ICG 2012 K AGA 810
PPV. NPV i %25 . Lekkerkerker 251X b4y
Br ICG 2012, AGA #8rg FIRRIM & LR, H
FARRE PPV 43510 54% . 59%. 53%, NPV 4%
BN 100% . 81%. 100%. A WX 3 FEfEm/ &%
R PPV, NPV MIZEAK, (HAEREMNE
DL RIS 2 %ot A S s B G SR A [ B 3T, 3R
G399 191 S T R A e PR e 481 ) N A, BT
KT I 12 W0k R AR R AT ARG i i), A
AR R/ L FIERF IR PPV ¥RIAE S AT &
AISE IR AT B —FR AR TP b ROt S8
SERURWER YRR . Molin 25044 T RS i
A WIG IR TSR REAR 2 . LR AR, R
WG B2 MOCA ( multivariate organization of
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IPMN MR BUE | FrF R 2 94%. 90%,
Yo BOEE IPMN R R B il & 2
81% . 61%, HLXFHC A 2 AR F Mg 4 14 A (1) 12 Wit
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TERETT 5 T, 1CG 2012 42 HHS H 4 i kNl
SEREVITTR, SRR 5 AT AE K B R 5 AGA
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it 5 mm B ACERER) “ATEERRAE” Y B[R]
KA KU B, He ZEUI%F 130 iR ARG
JrERAPE IPMN BEREUIES, 1. 5. 10 45578
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EUS # CT J& MRI ¥ 5 M%< 21| B BE 4575 J2
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AL BRARL FLLAL R ZR AL, R AIE S I2 W
MR REUE N 60.0%, FEFIEN 92.9%, HEHE
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g, (B RN BB, e
A B <5 mg/L 2 Wi Bt s i R B
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Ao I - BRI g 4 ) BE PR 98 A8 ] LT SCN, - H
b VE bR TE 5 AR s BRI Bl R R LT
SPN; S HMRAAHEN o iHHERFAIK (guanine
nucleotide-binding protein o-stimulating activity
polypeptide, GNAS) K45 % IPMN Fifi, H
W RN 66%; IPMN K MCN $E3 34 7] %
PR A R B B A (kirsten rat sarcoma viral
oncogene, KRAS) MIRFEHE [ 43 FH AR
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] KR 2. JCHR BRI % AL UE B IR G 4. 43
WAL AR DG HE 1 1 BRI P AR R e s
FHOGEY, PR AL 9 A RNA (miR18a,
miR24 ., miR30a-3p. miR92a. miR99b .
miR106b, miR142-3p. miR342-3p. miR532-3) %
A%, Ho4 MR A BT R AN 9. Wi
Ji 72-4 0 AIEMER TR DG FRCIR . BTN R 4
I EERGRC,

UTAERF 4 EUS AHSCHOAG A ] 55 5 0 b,
I8 JHR R AP o A2 (S AR SRR . SRR BOL 1
%% (confocal laser endomicroscopy, CLE) AR
JEAE N BB Sk o 2 e — LR RO IR L, dad
WOCHOR RRIR M ZOLH R HAEIR . CLE BIR
[ IPMN ERIUNFRRIGE , MCN R HLZEA R
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