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INTENDED USERS
Healthcare professionals who request 
or interpret medical imaging tests.

PURPOSE
Guide clinical management of patients for 
whom medical imaging reveals incidental 
findings involving the pancreas.

TARGET POPULATION 
Adults.

Click here to see all 
scientific reports on this 
subject.
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EXCLUSIONS
The specific management of confirmed pancreatic cancers 
or symptomatic pancreatic lesions.

This clinical tool is provided for information purposes only and is not a substitute for  the clinician’s 
judgment in the performance of activities reserved for clinicians by law or regulation.

Imaging surveillance  
MRI or contrast-enhanced CT 

performed annually  
or biennially

Assessment of patient health 
and discussion concerning  

lesion-associated risks and the 
risks/benefits of possible surgery

Incidental finding of a pancreatic
lesion – Initial investigation
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rare/complex cystic lesion
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Appearance of worrisome 
features or marked growth  

of lesion

Patient no longer likely to 
benefit from follow-up,  

or stable lesion after follow-up 
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Abbreviations and legend
MPD Main pancreatic duct 

MRI Magnetic resonance imaging

CT Computed tomography

IPMN Intraductal papillary mucinous 
neoplasm of the pancreas

pNET Pancreatic neuroendocrine tumour

https://www.inesss.qc.ca/publications/repertoire-des-publications/publication/prise-en-charge-des-decouvertes-fortuites-en-imagerie-medicale.html


MANAGEMENT OF INCIDENTAL IMAGING FINDINGS – PANCREAS PAGE 2 OF 5

Algo

CLINICAL GUIDELINES: ADDITIONAL DETAILS

LOW-RISK PATIENTS   

For incidentally discovered (asymptomatic) pancreatic lesions measuring 5 mm or less, or with a confirmed radiological diagnosis 
of a pancreatic pseudocyst, serous cystadenoma or pancreatic lipomatosis, follow-up is generally not indicated.

A

B PATIENT ASSESSMENT 
Cystic lesion measuring 5 to 25 mm (diagnosis of IPNM or mucinous cystadenoma or uncertain diagnosis) 

The assessment should include a discussion of patient 
preferences, taking into account: 

	Æ Relative risks associated with progression of the lesion
	Æ Risks and benefits of possible pancreatic surgery
	Æ Burden imposed on the patient by follow-up involving 
recurring medical imaging tests 

For patients whose care is unlikely to be improved as a result of additional tests, follow-up is not indicated. Depending on 
patient preferences, referral to palliative therapy (e.g., palliative care or hematology-oncology) may be considered.
Patients aged 75 and over or with an estimated life expectancy of less than 10 years are generally unlikely to benefit from 
follow-up. However, the advisability of follow-up can be assessed on an individual basis based on patients’ preferences, 
the presence of comorbidities and their general state of health.

Small asymptomatic cystic lesions: 
•	 are particularly frequent among adults
•	 are associated with very slow growth and a very low malignancy rate 

Lipomatosis, pseudocysts and serous cystadenomas:
•	 are not associated with a malignancy risk
•	 do not generally require intervention when asymptomatic 

Monitoring of these lesions is therefore unlikely to affect patient management and follow-up. 

Because the progression and follow-up of pancreatic lesions 
can span several years and the outcome of such follow-up 
is to determine whether surgical resection is indicated, the 
patient must be assessed to determine whether they are 
likely to benefit from follow-up (medical fitness, consent, etc.).
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CLINICAL GUIDELINES: ADDITIONAL DETAILS

IMAGING SURVEILLANCE
Cystic lesion measuring 5 to 25 mm, without worrisome features 

Imaging surveillance is generally indicated for patients likely  
to benefit from it. It includes at least the following:

	Æ An initial assessment within one year of the incidental 
finding. A contrast-enhanced MRI scan, with or without cho-
langiopancreatography, is generally indicated;  

	Æ Two subsequent follow-up scans performed every two 
years over a total of 5 years*. For this follow-up, an MRI 
without contrast is indicated. Contrast-enhanced CT is also 
indicated and should be considered, especially in cases 
where MRI accessibility is limited.

*	The level of evidence for recommending a specific follow-up frequency and duration is very low. A follow-up every 
two years over a five-year period is consistent with the guidelines of the Canadian Association of Radiologists [Fung et 
al., 2022]. However, more frequent or prolonged follow-up may be considered depending on the characteristics of the 
patient and lesion (particularly for younger patients), based on the clinical judgment of the treating professional.  

In the absence of worrisome features, the proportion of benign cystic lesions that subsequently progress to pancreatic 
adenocarcinomas is low (around 1% over several years): Imaging surveillance can potentially detect these cases before malignant 
progression becomes too advanced.

For a lesion discovered incidentally by CT scan or echography, MRI may be useful to confirm its cystic nature. Although MRI and 
CT  scans have comparable diagnostic value in distinguishing benign lesions from malignant lesions, MRI may be more sensitive in 
detecting certain features such as communication between the lesion and the pancreatic ducts. Other considerations may influence 
the choice of imaging modality, such as the often greater local availability of CT or the ionizing radiation exposure associated with 
repeated CT scans.

GUIDELINES FOR REFERRAL TO GASTROENTEROLOGY
Cystic lesion measuring 25 mm or more, with a growth rate of ≥ 2–3 mm a year, or presenting at least one 
worrisome feature at the time of imaging 

For this type of lesion, referral to gastroenterology is indicated in order to consider endoscopic ultrasound (with or without 
biopsy). Endoscopic ultrasound is useful for confirming a diagnosis of a mucinous lesion or the presence of malignancy (high 
specificity); however, a negative result is not sufficient to rule out such a diagnosis (moderate sensitivity). A referral to hepatobiliary 
surgery may also be considered, depending on local availability or whether an endoscopic ultrasound has already been performed.
When the features of a pancreatic lesion revealed by medical imaging are sufficient to establish a diagnosis and the need for 
surgery, immediate referral to hepatobiliary surgery is indicated without waiting for the endoscopic ultrasound results. 

Worrisome features on imaging 

	Æ Wall thickening;
	Æ Non-enhancing mural nodule;
	Æ Dilatation of the main pancreatic duct of 5 to 9.9 mm;

	Æ Abrupt change in main pancreatic duct diameter with 
upstream atrophy;

	Æ Lymphadenopathy.

C

D

The predictive value of the size of an IPMN (with a threshold of 25 or 30 mm) for the presence of malignancy is moderate 
(approximately 30%), while that of worrisome features is moderate to high (~30% to 90%). In these cases, referral to a 
gastroenterologist makes it possible to adapt patient management in a more targeted fashion.

The patient’s eligibility for possible surgery (depen-
ding on their state of health and preferences) should 
be reconsidered prior to every follow-up scan. When 
the patient is no longer likely to benefit, discontinua-
tion of follow-up is indicated. Referral to palliative 
therapy may be considered, depending on the 
patient’s preferences.
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GUIDELINES FOR REFERRAL TO SURGERY
Cystic lesion with at least one high-risk stigmata 

In the presence of at least one high-risk stigmata on imaging 
or of one significant clinical feature, referral to hepatobiliary 
surgery is indicated so that resection may be considered.

High-risk stigmata on imaging 

	Æ Enhancing solid component or mural nodule;
	Æ Dilatation of the main pancreatic duct  
(10 mm or more);

	Æ Obstructive jaundice with a lesion in the head of 
the pancreas.  

Other high-risk clinical features

	Æ Acute pancreatitis;
	Æ Elevated blood levels of CA 19-9;
	Æ Recent onset or worsening of diabetes.

RARE LESIONS

Referrals to hepatobiliary surgery is indicated:
	Æ For a lesion with a probable diagnosis of a solid pseudopapillary tumour;
	Æ For a rare pancreatic lesion (hydatid cyst, lymphoepithelial cyst, acinar cell cystadenoma, dermoid cyst, hemolymphangioma);
	Æ In the presence of complex features (e.g., internal septations, nodularity, endoluminal debris);
	Æ For a probable diagnosis of a pancreatic neuroendocrine tumour, especially if the lesion measures 20 mm or more, or for a 
younger patient.

DISCUSSION WITH PATIENT

In certain situations, a discussion with the patient is necessary to ensure that the care 
provided is in line with their values and preferences and that their consent is both 
free and informed. This discussion should address the risks and benefits associated 
with the various options under consideration, including:

	Æ The relative risk that an unmonitored cystic lesion will become cancerous over 
several years, depending on individual features

	Æ The burden of follow-up involving regular surveillance imaging
	Æ The risks and benefits (complications, morbidity) associated with possible pancrea-
tic surgery, which would be indicated if follow-up showed progression of the lesion

	Æ The possibilities of palliative therapies, if applicable.
The patient’s values and preferences, age, estimated life expectancy, general health 
and goals of care can guide clinical judgment in determining the advisability of 
follow-up for:

	Æ Patients with low- to moderate-risk lesions: cystic lesions measuring 25 mm 
or less (IPMN, mucinous cystadenoma, or uncertain etiology) with no worrisome 
features. These lesions do not generally require surgical resection, but may be 
monitored for possible progression;

	Æ Patient reassessment prior to each additional follow-up test: to ensure that 
imaging surveillance remains appropriate based on the patient’s state of health 
and preferences. Follow-up is rarely useful for patients 75 and older, or for lesions 
that have remained stable over at least 5 years of follow-up. However, patient 
assessment may determine the advisability of follow-up on a case-by-case basis. 

E

F
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High-risk stigmata have a high predictive value for the 
presence of malignancy (50% to 90%). These cases should be 
evaluated by hepatobiliary specialists to determine whether 
surgical resection is advisable.
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FEATURES OF PRINCIPAL PANCREATIC LESIONS

Type 
of Lesion

Age at  
Time of  
Presentation

Prevalence and 
Predisposition  
by Sex 

Clinical  
Presentation 

Anatomical 
Distribution Morphology Malignancy 

Potential

Intraductal  
Papillary  
Mucinous 
Neoplasm of the 
Pancreas (IPMN) 

After  
65–70 years 
of age

50% of surgical 
resections  
(more than 80%  
of incidental  
cystic lesions)

Slightly more 
common in males

Asymptomatic 
in two thirds 
of cases; if not: 
epigastric pain 
lumbago,  
weight loss,  
acute pancreatitis, 
diabetes, 
obstructive 
jaundice

More 
frequently in 
the head and 
neck of the 
pancreas

Dilatation of  
the MPD, 
multilocular (if 
secondary or 
mixed branches)

High risk for main 
duct or mixed-
type IPMN 

(45% to 60%), 
particularly in 
the presence 
of worrisome 
features 

Mucinous  
Cystadenoma

Under  
70 

11% to 25% of 
surgical resections 
(rare in populational 
screening)

Almost exclusively 
in females

Abdominal pain, 
weight loss,  
acute pancreatitis 

Body or tail of 
the pancreas

Solitary, 
unilocular 
with ovarian-
type stroma, 
peripheral 
calcification,  
no MPD 
dilatation

Malignancy 4% to 
12%. High-grade 
(G6) dysplasia 
6%–13%. Higher 
risk with greater 
size or irregular 
wall thickening, 
peripheral 
calcifications 

Serous  
Cystadenoma 

Under  
55 

13% to 23% of 
surgical resections 
(uncommon in 
populational 
screening)

More common  
in females

Rarely: jaundice 
and weight loss

75% in the 
body or tail of 
the pancreas 

Solitary, 
multilocular

< 2 cm, lobular 
contour, central 
scar, no MPD 
dilatation

Low risk

Solid  
Pseudopapillary 
Tumour

Under  
30

4% to 7% of surgical 
resections (very 
rare in populational 
screening)

More common  
in females

Uncommon: 
jaundice and 
weight loss

More 
commonly in 
the tail of the 
pancreas

Solitary, solid 
component, 
mural nodule, 
possible 
hemorrhagic 
component, 
peripheral 
calcification

Low-grade 
malignant 
tumour, 
infrequent 
metastases 

MPD: main pancreatic duct
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These recommendations were developed using a systematic approach and are 
based on the scientific literature as well as the knowledge and experience of 
Québec clinicians with various specialties and areas of expertise. For further 
information, visit inesss.qc.ca.

For sources, please see the report associated with this clinical tool.

If you have any questions regarding clinical tools, please write to:  
info-outils.cliniques@inesss.qc.ca.

https://www.inesss.qc.ca/
https://www.inesss.qc.ca/publications/repertoire-des-publications/publication/prise-en-charge-des-decouvertes-fortuites-en-imagerie-medicale.html
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