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Case Report 
Solid Pseudo Papillary Carcinoma 
of the Pancreas 
 
 
Solid pseudo papillary carcinoma of the pancreas (SPTP) is a rare disease with a low 
malignant potential. We report a case of SPTP in a young female who presented with 
epigastric pain and was initially diagnosed and operated for Paraduodenal cyst which later 
proved to be SPTP on histopathology.  
SPTP is mostly seen in young females and satisfactory result can be achieved by effective 
surgical treatment.  
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Introduction 
 

Solid pseudopapillary tumour of the pancreas 
represents less than 10% of cystic neoplasms of the 
pancreas. SPTP of the pancreas is a rare neoplasm 
affecting mainly young females. Though it shows low 
malignant potential but 10% to 15% of the cases show 
aggressive behaviour with metastatic involvement of 
the liver. The overall five year survival is 97% even in 
the presence of disseminated disease.1                      

Patients usually present with abdominal mass, 
which tends to show equal incidence of distribution in 
the head, body and tail of pancreas. Excellent 
prognosis can be achieved with prompt diagnosis, and 
surgical resection can result in complete cure. 
Vascular invasion may be a poor prognostic factor. 
 

Case Report 
 

A 16 years old girl reported in the Emergency 
Department of Fauji Foundation Hospital, Rawalpindi 
with epigastric pain for two days. Pain was mild 
initially, later became severe, radiated to the back and 
was aggravated by movement. She also complained 
of weakness, lethargy, shortness of breath and 
exertional dyspnoea. Past history was unremarkable. 

 
 
On examination, the only positive finding was 

pallor. No abnormality was detected on systemic 
examination. Complete blood counts showed low 
Haemoglobin 7.2gm% (ref   range   in   Female 12-
15gm%), PT was 20/14 (ref 11-16sec), Alkaline 
phosphatase was 176 ul(110 ul  adults and 300 ul in 
children). 

Renal function tests and urine r/e were 
normal. Serum amylase was 46 (within normal limits). 
USG showed rounded well defined thin walled cyst 
with layering echogenic material in peripancreatic 
region compressing the head of the pancreas 
posteriorly, measuring 3.5 x 3 cm in size.. ERCP was 
normal. Barium meal showed extrinsic compression 
on second part of the duodenum.  

Initially patient was diagnosed as a case of 
Paraduodenal cyst, with differential diagnosis 
including duodenal duplication cyst, pseudo 
pancreatic cyst and less likely choledochal cyst. 
 
On CT scan, a well marginated cystic mass lesion with 
enhancing margin was noted in paraduodenal region, 
reported to be suggestive of paraduodenal cyst. The 
patient underwent exploratory laparotomy, a cystic 
and firm lesion of approximately 3 x 3 cm was seen in 



Solid Pseudo Papillary Carcinoma of the Pancreas                                                 Naushaba Sadiq et al. 
 

Ann. Pak. Inst. Med. Sci. 2009; 5(4): 236-265 264

the C loop of duodenum occupying the head of 
pancreas. It was excised (enucleation done) and sent 
for histopathology. 

Histopathology report showed sections of 
Pancreas containing tumour which was composed of 
solid and cystic areas. Solid areas showed sheets of 
relatively polygonal cells mixed with capillary sized 
blood vessels. There was no gland formation. Stroma 
was hyalinized. Margins were clear-----Opinion was of 
Solid Pseudo papillary tumour (SPT). 

 

Discussion 
 

SPTPs of  pancreas  were first described by Frantz in 
1959 as “Papillary tumour of Pancreas, Benign or 
Malignant”.2 Since 1959, the number of reported 
cases has increased. In 1996, WHO renamed this 
tumour as SPT.3  

These tumours account for 1 to 2% of 
exocrine tumour of pancreas, synonyms include Solid 
and Cystic acinar tumour, Papillary epithelial 
neoplasm, solid and cystic Papillary epithelial 
tumour/neoplasm.  According to WHO classification, 
SPT with clear criteria of malignancy i.e. vascular and 
nerve sheath invasion and lymph node and liver 
metastases are designated as solid pseudo papillary 
carcinomas. 

It usually affects young women between 
second and third decades with predilection for Asian, 
African and American women. Older age at 
presentation has male predilection. Mostly SPTs 
manifest as benign tumour but may exhibit malignant 
behaviour with metastatic involvement of adjacent 
structures. Patient with SPT of pancreas really 
present with uncharacteristic abdominal pain, 
enlarging abdominal mass which is compressing 
adjacent viscera or it may be asymptomatic and are 
diagnosed incidentally on USG or CT scan performed 
for some other reason. Lab tests like Serum amylase 
or pancreatic cancer marker are usually normal (CA-
19-9, carcinoembryonic antigen, fetoprotein). 

The SPT is usually a large encapsulated 
mass that arises uniformly throughout the pancreas 
with equal distribution among head, body and tail. 
Different studies show that size ranges usually 
between 7 and 20 cm (mean 9.3 cm). Macroscopically 
it is a large well encapsulated mass with areas of 
necrosis and haemorrhage in it. 

On microscopy, it shows solid and papillary 
cellular arrangements. Solid areas show necrosis, 
macrophages, cholesterol granules and calcification. 
Theories of histogenesis are controversial. In a study 
by Kosmahl, the SPT and ovarian surface were found 
to be similar; and during early embryogenesis the 
genital ridge and pancreas anlage lie in close 
proximity. Thus it is speculated that SPT might have 

originated from genital ridge-related cells that were 
incorporated into pancreas during organogenesis. 
SPT of pancreas seems to grow rapidly in the 
presence of pregnancy but these are still hypotheses 
and further research is needed. Progesterone 
receptors have also been found, indicating a possible 
role in the pathogenesis of SPT.4 

Diagnosis is really made on CT and MR 
appearance of SPT, contrast enhanced ultra sound 
(CEUS) can improve the characterisation of SPT by 
showing typical rim enhancement of tumour.5 
Pathological examination of lesion shows thin pseudo-
capsule deriving from compression of few mm of 
perilesional pancreatic gland which determines an 
increase in vessel concentration, for this reason 
CEUS shows typical rim enhancement. Of these 
pancreatic lesions, this feature can be helpful in the 
characterization of SPT. 

CT scan is the most widely used imaging 
technique in the diagnosis. It shows the characteristic 
but non-specific pattern including presence of large 
encapsulated mass in contact with pancreatic tissue 
with peripheral contrast enhancement, and solid and 
cystic areas. Occasionally calcification and bleeding 
signs may be seen inside the tumour.6,7,8 

MRI shows similar characteristics to those of 
CT scan, but it gives a better picture of the bleeding 
areas. Differentiation of SPT from adenocarcinoma is 
crucial as the latter has a worse prognosis. T1 
weighted   images show round, well circumscribed 
hypo-intense mass which is slightly hyper-intense on 
T2 weighted images.8 

SSPT is considered to be a low grade 
malignancy with an excellent prognosis. Prompt 
diagnosis and surgical reception can result in cure. 

Once the suspected diagnosis has been 
confirmed, it is believed that radical tumour surgery by 
specialized pancreatic surgery team can be curative 
even in the presence of metastases. Local resection 
of the tumour alone without surrounding tissue has a 
higher rate of recurrence. 

References 
 

1. Tang LH, Aydin H, Brennan MF, Klimstra DS. Clinically  
aggressive  solid  pseudopapillary tumours   of   pancreas: A report 
of two cases  with  components of undifferentitiated carcinoma  
and  a comparative clinicopathologic analysis  of  34 conventional 
cases.From  the  departments  of  pathology  and   dagger  
surgery, Memorial  Sloan-Kettering cancer center, New York ,NY. )  

2. Franz VK. Tumors of the pancreas. Atlas of tumor pathology: fasc 
27–28, ser 7. Washington, DC: Armed Forces Institute of 
Pathology, 1959; 32-33. 

3. Kloppel G, Solcia E, Longnecker DS, Capella C, Sobin LH. World 
Health Organization: institutional histological classification of 
tumours—histological typing of tumours of the exocrine pancreas. 
Berlin, Germany, Springer-Verlag, 2nd ed. 1996. 

4. Kosmahl M, Seada LS, Janig U, Harms D, Kloppel G. Solid-



Solid Pseudo Papillary Carcinoma of the Pancreas                                                 Naushaba Sadiq et al. 
 

Ann. Pak. Inst. Med. Sci. 2009; 5(4): 236-265 265

pseudopapillary tumor of the pancreas: its origin revisited. 
Virchows Arch 2000; 436:473-480. 

5. D’Onofrio M, Malagò R, Vecchiato F, Zamboni G et al. Contrast-
Enhanced Ultrasonography of Small Solid Pseudopapillary Tumors 
of the Pancreas. Enhancement Pattern and Pathologic Correlation 
of 2 Cases, Departments of Radiology (M.D., R.M., F.V., G.Z., 
M.T., R.P.M.), Surgery (M.F.), and Pathology (P.C.), University of 
Verona, Verona, Italy. Address correspondence to Mirko 
D’Onofrio, MD, Department of Radiology, Policlinico G. B. Rossi, 
University of Verona, Piazzale L.A. Scuro 10, 37134 Verona, Italy. 

E-mail: mirkodonofrio@univr.it) 
6. Yamaguchi K, Hirakata R, Kitamura K. Papillary cystic neoplasm of 

the pancreas: radiological and pathological characteristics in 11 
cases. Br J Surg. 1990; 77(9):1000-3.  

7. Dong PR, Lu DS, Degregario F, Fell SC et al. Solid and papillary 
neoplasm of the pancreas: radiological-pathological study of five 
cases and review of the literature. Clin Radiol 1996; 51 (10):702-5.  

8. Buetow PC, Buck JL, Pantongrag-Brown L, Beck KG et al. Solid 
and papillary neoplasm of the pancreas: imaging-pathologic 
correlation in 56 cases. Radiology 1996; 199(3):707-11.  

 
 

 


