
An 85-year-old woman was admitted
with painless obstructive jaundice that
had developed over the previous few
weeks. Ultrasound examination showed
intrahepatic and extrahepatic duct dilata-
tion; the common bile duct (CBD) meas-
ured 2.5 cm, and there was a suggestion
of pancreatic duct dilatation. A few gall-
stones were identified in an otherwise
normal-looking gallbladder, but no ob-
structing CBD stones were seen. The dilat-
ed biliary systemwas confirmed by endo-
scopic retrograde cholangiopancreatogra-
phy (ERCP); no stones were identified in
the CBD, but a copious amount of mucus
was cleared from the duct. A large gastric
ulcer was also noted at ERCP, which was
confirmed on formal gastroduodenoscopy
and was also seen to be secreting thick
mucus into the stomach (●" Fig. 1).
A computed tomography (CT) scan
showed a cystic pancreatic mass, and on
magnetic resonance cholangiopancrea-
tography (MRCP) the dilated pancreatic
duct was seen to form a connection to
the stomach (●" Fig. 2).
Gastric ulcer biopsies showed fragments
of a severely dysplastic villous tumour,
but biliary brushings were inconclusive.
An endoscopic ultrasound (EUS) with
fine needle aspiration was performed,
which confirmed the eventual diagnosis
of a mucinous cystadenoma of the pan-
creas with a fistulating gastric metastasis.
Therewere extensive discussions with the
patient and her daughter about further
treatment options, but clinically she had

become very frail, experiencing further
bouts of cholangitis that required inser-
tion of ametal stent, so themultidisciplin-
ary decision was for palliative manage-
ment.
Differentiation of pancreatic cysts be-
tween benign and malignant causes can
be difficult, requiring a combination of
clinical, radiological, and histological
approaches [1]. The fistula seen in this
case between the mucinous cystadenoma
and the stomach wall represents a rare
finding, not being a previously reported
feature of pancreatic cystic neoplasms.
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Pancreatic cystic neoplasm presenting
as a large gastric ulcer

Fig. 1 Esophagogastroduodenoscopy show-
ing a large, mucus-secreting gastric ulcer.

Fig. 2 Magnetic
resonance cholangio-
pancreatography
(MRCP) showing:
a the dilated pancreatic
duct that had formed
a fistula; b the stomach
with the other end of
the fistula.
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