[bookmark: _GoBack]A CASE OF SMALL PANCREATIC CYSTS – HOW SUSPICIOUS SHOULD WE GET?
A 37-year-old woman was admitted for hypercalcemia and suspicion of primary hyperparathyroidism. At the age of 14 she underwent transsphenoidal pituitary surgery for macroprolactinoma and distal pancreatectomy for insulinoma at the age of 20, with no signs of recurrence during subsequent follow-up. Diagnostic work-up revealed parathyroid hyperplasia as a cause for hypercalcemia, but concomitant computed tomography showed cyst in the pancreatic head. Endoscopic ultrasound (EUS) confirmed 17 mm large cystic tumor and detected additional 6 mm cyst in the pancreatic neck without any malignant stigmata or communication with the duct. (Video 1).
[bookmark: _Hlk39078991]EUS-guided FNA showed well-differentiated neuroendocrine tumor (NET) cells with positive immunocytochemistry staining for both CgA and synaptophysin, whereas PTH concentration was undetectable. The patient first underwent subtotal parathyroidectomy, and three months later total pancreatectomy. Pathohistological analysis confirmed two G1 panNETs (Picture 1,2). 
Patients with MEN-1 syndrome tend to have multiple panNETs, but multiple cystic panNETs are extremely rare. The inability to predict natural behavior and metastatic potential of panNETs in patients with MEN-1 syndrome presents a considerable challenge in choosing the optimal management strategy, since panNETs are leading cause of death in these patients. Although the sensitivity of EUS FNA in pancreatic cystic tumours is modest and the current guidelines recommend surveillance for cysts without high risk features, clinical suspicion should always guide us in a pathway to discriminate high- from low-risk lesions.
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Video 1. EUS imaging of the pancreas
Picture 1. Pathohistological image of encapsulated cystic tumor, H&E Stain, magnification 40×
Picture 2. Tumor cells show positive immunostaining for CgA, magnification 100x )

