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Solid pseudopapillary tumor (SPT) of the pancreas is a rare tumor
which account for only 2.5% of all resected pancreatic neoplasm.
Though exact pathogenesis of SPT is unknown but it has preponderance
among young and middle-aged female population. There is still an
enigma regarding optimal management of SPT in pregnant lady. Here
we report a case of solid pseudopapillary tumor in the head of the
pancreas in a 34 years old pregnant female. Pancreatoduodenectomy
(PD) was performed successfully after term delivery.
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Introduction

Solid pseudopapillary tumor (SPT) are rare pancreatic tumor that often affect female individual

in their twenties and thirties. It was initially described in 1959 by Frantz 1. Although the SPT is

found throughout the pancreas, the most common location is the tail and body and has no racial

predilection 2. Most SPT of pancreas are indolent, but 10-15% of SPT of pancreas shows

malignant behavior and metastases 3. They also can be locally invasive and spontaneously

rupture. SPTs are usually asymptomatic but may present with abdominal pain or mass 4. Jaundice

is rare, even in tumors that originate from the head of the pancreas 5. In most of the instances,

these lesions are well-capsulated and typically cured with complete surgical excision. Long-term

survival is often observed despite the presence of malignant features 6. We present a case of SPT

in the head of pancreas in a middle-aged pregnant female. SPTs and their relevant aspects of

management are discussed.

Case presentation

A 34-year-old lady normotensive, non-diabetic, hypothyroid presented to us with the complaint

of abdominal mass for last 1 year which was gradually increasing in size which was not

associated with pain or any other symptoms. She first noticed this mass in the epigastric region

during her 1st trimester of pregnancy. She had no previous medical history of biliary pathology.

She was mildly anemic, not icteric. Abdomen was soft, non-tender. There was an ill-defined

intra-abdominal lump occupying in the epigastric and right hypochondriac region measuring

about 10X10 cm, non-tender and not moving with respiration.

Transabdominal ultrasonogram showed a fairly large soft tissue mass, measuring about

12.4X8.52 cm occupying in the right hypochondriac region which was attached to the inferior

surface of liver. As patient was in 1st trimester, CECT was deferred. After consulting with her

treating physician, opted for Ultrasonogram guided FNAC which revealed small, uniform

epithelial cells arranged in clusters, papillae, groups and acini which have small uniform dark

nuclei with scanty cytoplasm suggestive of solid pseudopapillary tumor of pancreas. Routine

laboratory test including tumor marker level were within normal range. As patient had no

complaint other than lump, after consulting with multidisciplinary team (MDT), definitive

treatment was deferred until child delivery and patient was followed up.
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After child delivery, CECT (Contrast enhanced Computed Tomography) (Figure. 1) abdomen

revealed a fairly large well defined lobulated heterogenous soft tissue density mass measuring

about CC-11.8 cm X AP-10.1cm X TD-10.8cm is noted involving head and uncinate process of

pancreas causing mild compression over the Gallbladder and body and pyloric part of the

Stomach. The lesion was also causing compression and displacement of C-loop of duodenum.

Magnetic resonance (MR) (Figure. 2) abdomen showed a fairly large well defined soft tissue

mixed signal intensity is noted involving head and uncinate process of the pancreas causing

compression and displacement on 2nd part of the duodenum and lower part of CBD. Diameter of

main pancreatic duct (MPD) is 2mm. Common bile duct (CBD) is well visualized with normal

caliber and homogenous intraluminal signal intensity but distal CBD is not well delineated.
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The patient was discussed at MDT and considering her clinical, radiographical and tissue

diagnosis data, the MDT decided that she is a candidate for surgical treatment for complete

excision of the tumor.

The patient underwent surgery one year after the onset of symptoms. After complete

preanesthetic checkup, patient was taken for surgery. Patient underwent an exploratory

laparotomy and a about 12X11 cm hard consistency mass with engorged vein on its surface

arising from head and uncinate process of the pancreas (Figure. 3). The mass was densely

adherent with the duodenum, right colic flexure, root of the mesentery, middle colic vessels and

partially with portal vein.

Figure 2: (A) Magnetic resonance cholangiopancreatogram (B) MRI abdomen axial

view, T2 (C) MRI abdomen coronal view, T2 showing mixed signal intensity soft

tissue mass involving head and uncinate process of the pancreas
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Figure 3: Picture illustrating (A) mass covered with omentum and small bowel mesentery

and overlying engorged vein (B) anterior surface of the mass exposed after adhesiolysis.

With meticulous dissection, all the adhesions were taken down. Classical

pancreatoduodenectomy performed to achieve complete surgical extirpation (Figure.4). post-

operative recovery was uneventful. Oral feeds were started on 5th post-operative day (POD) and

patient was discharged on 11th POD.

Histopathology report confirmed SPT. There was no vascular invasion and all resection margins

are free of tumor. Excised nine lymph nodes were free of tumor cells.
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Figure 4: Pictures depicts (A) operating field after complete removal of pancreatic head

and uncinate mass (B) resected specimen.

Pancytokeratin (AE1/AE3), Vimentin, E-cadherin and Cyclin D1 expression was observed on

immunohistochemistry stains which supports the diagnosis of solid pseudopapillary tumor of

pancreas. Later MDT discussion reassured no adjuvant chemotherapy is needed.

Patient was reviewed in outpatient department after 1 month, 3 month and 1 year and till date

patient is doing well with no sign of recurrence.

Pancreatic
mass

GallPancreas BA

Portal vein



Epidemiological and Histological Characteristics of Breast Cancer in the Sidi Bel Abbes
Region: An Anatomopathological and Immunohistochemical Study
SEEJPHVolume XXVI, 2025, ISSN: 2197-5248; Posted:04-01-25

2370 | P a g e

Discussion

SPT is a rare tumor of unknown cellular lineage and exact origin still remains intangible. This

tumor was first described by Frantz in 1959 as “papillary tumors of pancreas, benign or

malignant 1. SPT accounts for 0.9 % to 2.7% of all exocrine pancreatic neoplasm in adult and

makes up roughly 5% of all cystic pancreatic neoplasm 7. SPT has striking preponderance among

young female population, though no apparent association with endocrine abnormalities has not

yet been established. The female to male ratio is 9:1 and the mean age is 29 years 4. SPT

occasionally occurs in 5 to 10 years older men than that of women 8. Though SPT is an indolent

tumor but it tends to be more aggressive in the older male patients.

The SPT is found throughout the pancreas but more frequently in the body or tail in the adult

individual 2. In our case, the lesion was located in the head and uncinate process of the pancreas.

Although the histogenesis of this tumor is not certain, but SPT of the pancreas exhibits a unique

pathologic feature. On gross examination, the mass usually as large as 8 to 10 cm in diameter,

well-defined and encapsulated. Cystic degeneration and intratumor hemorrhage are common

when the tumor attains a large size. On microscopy, it has a heterogenous pattern with various

proportions of solid, cystic and pseudopapillary structures. Occasionally calcifications found in

the septa and the wall of the tumor. Like other cystic neoplasm of pancreas, SPT rarely cause

ductal dilatation due to lack of invasion.

A review of English literature 4, only 38% patients were asymptomatic at presentation. Rest of

the patient present with vague abdominal pain or abdominal mass. Jaundice is rare even if the

tumor arises from head of the pancreas 5. Asha Reddy and colleague 8 reported a case of SPT with

portal hypertension. In our patient, patient had no jaundice or any other complain except

abdominal mass.

Routine laboratory tests including tumor markers are usually within normal range. CECT is the

choice of investigation with an additional MRI if further anatomical delineation is required 9.

CECT will show the location of the tumor, involvement of vessels, relation with the surrounding

structures and tumor calcification. On MRI, SPT presents as an area of heterogenous high or low

signal intensity on T1-weighted images and heterogenous high signal intensity on T2- weighted

images. MRI has some certain advantage over CECT in showing certain tissue characteristics

such as hemorrhage, cystic degeneration or the presence of capsule 10. Sometimes ultrasonogram

(USG) and endoscopic ultrasonogram (EUS) may also be useful. Though use of a biopsy is
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controversial, CT guided biopsy of the tumor is required for the establishment of diagnosis and

to exclude malignancy. Albeit, the accuracy of the biopsy is limited 3. In our case, as patient was

presented to us at 1st trimester, we opted to perform USG guided biopsy to confirm diagnosis.

Serous microcystic adenoma, mucinous cystic neoplasm, cystic islet cell tumor,

pancreaticoblastoma and calcified hemorrhagic pseudocyst should be considered as differential

diagnosis when a pancreatic mass consists of cystic and solid component 11. Nevertheless, SPT

should be considered as a top differential diagnosis if a young female is encountered with a well-

encapsulated pancreatic mass with solid and cystic components. In some instances, immunology

and molecular markers can be helpful in reaching the diagnosis. Immunohistochemically the

tumor cells are positive for β-catenin, vimentin, α1-antitrypsin, α1chymotrypsin, cyclin D1,

CD10, and CD 56. There is a loss of membranous expression of E-cadherin. In some cases, there

is immunoreactivity for neuron-specific enolase, synaptophysin, and cytokeratin 12.

SPT is regarded as a tumor of low-grade malignant potential and complete surgical excision is

the preferred course of treatment. The form of surgical resection varies on location and size of

the tumor such as pancreatoduodenectomy (Whipple’s procedure) in case of head lesion, central

pancreatectomy for the lesion located in the neck region, while lesion located in body and tail are

best treated with distal pancreatectomy with or without splenectomy. Many series have showed

long term survival after resection. Even long-term survival is often achievable despite the

presence of malignant factors such as metastatic disease involving the liver and/or peritoneum

and should not withhold resection in selected cases 6. Local invasion, recurrence or limited

metastases are not contraindications to resection.

There is currently limited knowledge regarding chemotherapy and radiotherapy with or without

the presence of metastatic disease. Radiotherapy has been suggested in cases of unresectable SPT,

as these tumors appear to be radiosensitive 13.

SPT is extremely rare during pregnancy and poses a great challenge to reach a diagnosis. Before

confirming the diagnosis as SPT, other more common disorder related to pregnancy should be

ruled out. Safe monitoring of the rate of tumor growth and possibility of rupture is suggested by

some authors 14. Some authors support surgical excision of the SPT, since this tumor is

responsive to progesterone blood levels 10,15,16. USG and MRI are the choice of investigation

during pregnancy to assess and monitor the lesion. But there is still no consensus regarding

optimal management approach of SPT during pregnancy.
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Conclusion

Albeit SPT is a rare tumor, but advent of modern imaging technique has increased the pick-up

rate of this lesion early. Till date, there is no specific guideline to manage SPT during pregnancy.

In most instances, the SPTs are indolent and remain static, monitoring should be sufficed and

active management could be deferred till delivery at term. With meticulous dissection, large SPT

involving head and uncinate process of pancreas complete resection can be possible.
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