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Abstract : Solid-pseudopapillary neoplasms (SPNs) of the 
pancreas are rare neoplasms, comprising only 1 to 2 of all 
pancreatic tumors. There is a strong female preponderance, 
and most SPNs present in the third and fourth decade of life. 
The first published description of an SPN was by Frantz in 
1959. This report consisted of a pathologic description of 
three patients with SPN. Hamoudi and colleagues added an 
additional patient to the literature in 1970 and detailed the 
electron microscopic appearance of the tumor. The first report 
in the surgical literature of an SPN was by Sanfey and            
associates in 1983. SPNs are also called solid and papillary 
tumors, papillary cystic tumors, solid cystic tumors, Frantz 
tumors, and Hamoudi tumors. SPN is synonymous with the 
preceding names and is the preferred terminology. SPNs are 
defined by their gross and histologic appearance. They are 
composed of discohesive polygonal cells that surround             
delicate blood vessels and form a solid mass, with frequent 
cystic degeneration and intracystic hemorrhage. The             
neoplastic cells have uniform nuclei, finely stippled chromatin, 
and nuclear grooves. Eosinophilic globules, foam cells, and 
cholesterol clefts are often present. Symptoms of SPN are 
often nonspecific and include abdominal pain, dyspepsia, 
early satiety, and nausea and vomiting (41 to 64).SPNs are 
usually localized pancreatic neoplasms, although 10 to 15 of 
patients will develop metastases.These metastases are often 
amenable to resection, and complete extirpation is associated 
with long term survival. Reported clinical and histopathologic 
features predictive of recurrence or metastases include tumor 
size greater than 5 cm, venous invasion, nuclear grade, and 
prominent necrobiotic nests, but these features are not           
consistently reported in all large series. 
K e y w o r d  : p a n c r e a s ,  p s e u d o p a p i l l a r y ,                                           
pancreaticoduodenectomy, frantz 
CASE REPORT 
A 47year old woman, in good overall health sought medical 
attention for recurrent bouts of abdominal pain for 4 days and 
4-5 episodes of vomiting and fever. There was no h/o weight 
loss/jaundice/diarrhea. Abdominal USG, revealed ill defined 
non homogenous solid lesion behind the head of pancreas of  

size 9*7.5cm, Common bile duct was dilated (9mm). Gall              
bladder was grossly distended with minimal fluid                       
collection .CT scan suggested large heterogeneously enhancing 
soft tissue density at head of pancreas with compression of           
IVC - ?Ca head of pancreas USG guided needle aspirate from 
pancreas demonstrated features suggestive of either neuro  
endocrine/acinar cell carcinoma of pancreatic origin. 
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HISTOLOGICAL VIEW-PSEUDOPAPILLARY TUMOUR OF           
PANCREAS 
IHC staining was inconclusive. Given the unusual appearance of the 
tumor ,Its growth and indeterminate pathology, as well as                 
s y m p t o m s ,  l a p a r o t o m y  w a s  p e r f o r m e d  f o r                                           
pancreaticoduodenectomy (whipples). The bulky mass
(11.5*10*6.5cm)was seen at the head of the pancreas adhered onto 
the underlying IVC and duodenum .Surgery was performed without 
any complications. Post operatively, patient had uneventful 9 day 
period. Histological review of lesion revealed yellow tumour with 
solid and cystic areas. No associated lymph node metastasis was 
detected for malignancy. Microscopic analysis revealed, sheets of 
uniform polygonal cells with pseudopapillary appearance and gave 
the impression as-solid and cystic pseudo papillary tumour of             
pancreas. Surgical margins were also negative for malignancy.  
Patient was started on oral diet on 5th POD and was discharged on 
10 th POD. Monthly post operative follow up also turned out to be 
symptom free with CT abdomen revealing normal results. 
DISCUSSION 
This case illustrates many of the salient features of this rare tumor, 
which makes up <1% of all pancreatic neoplasms. Many reports 
have emerged over the last 25 years describing nearly 300 cases. 
However, despite generally consistent pathologic and clinical            
characterizations, some controversies remain. The nomenclature of 
this pathologic entity is confusing and ranges from Frantz tumor to 
the recently favored papillary cystic neoplasm. We prefer the term 
solid pseudopapillary tumor of the pancreas for two reasons. First, 
cystic changes are not a ubiquitous feature, and instead usually 
occur in larger lesions secondary to longstanding tumor necrosis. 
Secondly, the papillary appearance of the tumor is a result of           
cellular clustering around the microvasculature with more                     
discohesive cells in the periphery, and is not due to the presence of 
true papillary stalks. The precise cellular derivation of this tumor 
remains elusive, so routine immunohistochemical staining is not 
consistent in determining its phenotype. A variety of stain                    
expressions have been described, representing neural, epithelial 
(ductal), and stromal (acinar) elements, but a general                    
immunophenotype has emerged . These neoplastic cells regularly 
express vimentin, alpha-1-antitrypsin, and alpha-1-antichymotrypsin. 
Also, neuron specific enolase is usually faintly positive. The             
literature regarding the cellular differentiation of this tumor remains 
inconclusive. Arguments have been made that champion each of 
the three lineages described above. Given the inconsistent findings, 
an attractive hypothesis has been developed that these tumors 
originate from a ‘primordial’ pancreatic cell line. However, there are 
no conclusive data to support this line of reasoning. The biologic 
behavior of solid pseudopapillary tumor is less aggressive than that 
of many other pancreatic tumors, and its prognosis is better.               
Surgical extirpation of the tumor will result in almost total survival 
(>95%) for those patients with tumors confined to the pancreas at 
presentation. Despite its potential for local infiltration, recurrence is 
rare following complete excision. Likewise, it is rare for metastases 
to develop metachronously. 
CONCLUSION 
In conclusion, SPN is a rare neoplasm that is found primarily in 
young women. These lesions present with abdominal pain but not 
jaundice. Formal surgical resection may be performed safely and  

should be favored for patients with SPN. It is clear that 
although some SPNs behave aggressively, most do not, 
and we currently cannot predict outcomes for these              
patients 
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