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ABSTRACT

Background. Solid pseudopapillary tumors (SPTs) are
rare pancreatic neoplasms of low malignant potential that
occur mainly in young women. Only 17 cases of SPT
treated laparoscopically have been published in the litera-
ture and long-term follow-up data are still lacking.
Methods. Retrospective analysis of ten patients (8§ women,
2 men; mean age, 25.4 years) (DS: 12.1; minimum 11,
maximum 51) who underwent laparoscopic distal pancre-
atectomy with a definitive histological diagnosis of SPT.
Long-term follow-up data were collected.

Results. The average tumor size was 43.8 mm (minimum
20, maximum 65 mm). The mean operative time was 177.5
minutes (DS: 53.7; minimum 120, maximum 255). In all,
five patients underwent distal splenopancreatectomy; five
patients underwent spleen-preserving distal pancreatec-
tomy of whom three with splenic vessel preservation and
two with the Warshaw technique. The conversion rate was
nil and no case of perioperative mortality was recorded.
The mean hospital stay was 7 days (DS: 2.7; minimum 4,
maximum 12). Six patients had an uneventful postoperative
course and four had postoperative complications. Two of
them underwent reoperation, and the other two had non-
surgical complications. After a median follow-up of 47
(range, 5-98) months, all patients were alive and disease-
free.
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Conclusions. Laparoscopic pancreatic resection is a safe
and feasible procedure that could become the treatment of
choice for patients affected by pancreatic SPT. Distal pan-
createctomy should be performed, if possible, with spleen-
preserving technique, especially in young patients. To avoid
metastatic spread, laparoscopic or laparotomic biopsy
should not be performed in patients affected by SPT.

The first laparoscopic pancreatoduodenectomy was
performed in 1994 and distal pancreatectomy (DP) in
1996."% The laparoscopic approach not only offers the
operative advantage of better view in terms of magnifica-
tion but also improves the patient’s postoperative recovery,
coupled with acceptable rates of perioperative morbidity.’
DP is well suited for the laparoscopic approach because of
the absence of anastomosis. Moreover, the magnified view
of the operative field facilitates separation of splenic vein
and artery from the pancreatic parenchyma and adds a
potential advantage in performing the spleen preserving
technique.

A large, multicenter experience suggested that the lap-
aroscopic approach should be reserved for benign tumors,
even though recent studies have affirmed that laparoscopic
distal pancreatectomy has similar outcomes as the open
approach even for ductal adenocarcinomas.™*

Solid pseudopapillary tumors (SPTs) are one of the most
uncommon hystotypes (1-2%) of all exocrine neoplasms of
the pancreas. They have a low malignant potential and
occur mainly in young non-Caucasian women between the
2nd and 3rd decade, even though rare cases have been
reported in children and men.”'°

Described for the first time by Frantz in 1959, it was
included in the World Health Organization’s classification
in 1996 with the name of SPT.'"'
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Its prevalence in young women indicates a connection
between tumor development and hormones, probably more
likely in its growth than in its pathogenesis.'*™'

Histopathogenesis of this tumor is still unclear; acinar,
ductal, endocrine, and primordial cell origin has been
proposed.'® Radiological features of these tumors are not
specific and the immunophenotypic aspects do not corre-
spond to those of normal pancreatic cells.'”

Several studies have demonstrated the low malignant
potential of these tumors with a specific mortality lower
than 2%, and only 10-15% of patients with local recur-
rence or metastases after resection.”'™'? Surgery
represents the treatment of choice for these neoplasms.
Moreover, a definitive diagnosis can only be done through
pathological examination of the surgical specimen.”'®!°

A uniform agreement on the use of laparoscopy as the
surgical treatment of choice for patients with SPT still does
not exist. In the literature, there have been published only
14 cases of SPT with good outcome after laparoscopic
resection, however, data on long-term follow-up are still
awaited. A recent paper, published by Matos et al., reported
one case in which the patient was still alive and disease-
free at 32 months after laparoscopic distal pancreatec-
tomy.'*?%%° Considering the low malignancy of these
tumors, the authors concluded that the laparoscopic
approach might be a reasonable surgical option. Moreover,
the laparoscopic resection offers the advantage of sparing
pancreatic parenchyma, even if more studies and longer
term follow-up are needed.””

A recent study has questioned the appropriateness of the
laparoscopic approach as a valid treatment for this kind of
tumors.”® In this study, three SPT patients underwent lap-
aroscopic biopsy of the neoplasia and all of them
developed recurrences.

The purpose of our study was to better define the long-
term follow-up results after laparoscopic resection in
patients affected of SPT by analyzing our experience
between 2001 and 2009 and reviewing the literature.

PATIENTS AND METHODS

We retrospectively analyzed prospectively collected data
regarding clinical presentation, laboratory findings, radio-
logical imaging, intraoperative and postoperative
parameters of ten patients (8 women, 2 men; mean age,
25.4 years) (DS 12.1, minimum 11, maximum 51) who
underwent laparoscopic distal pancreatectomy with a
definitive histological diagnosis of SPT, between August
2001 and May 2009 in two large centers (8 patients were
operated on at General and Pancreatic Surgery Unit, Poli-
clinico G.B. Rossi, Verona and 2 patients at General Surgery
Unit Baggiovara Hospital, Modena, Italy). All patients

underwent laparoscopic pancreatic resection after informed
consent. All diagnoses were histologically confirmed.

Long-term follow-up data were obtained during outpa-
tient clinic or direct evaluation of CT or MRI scan (follow-
up ended in October 2009).

The surgical technique used in all cases was the same.
The patient was placed supine in the reverse 30° Trendel-
enburg position, with the surgeon placed in the middle
between the patient’s legs and the screen placed on the left
side of the patient’s head. A 10-mm camera port was
placed at the umbilicus and two additional working 5 mm
ports were placed in the xiphoid area and the right flank. A
12-mm port, for the linear stapler, was placed in the left
flank. Dissection was made with electrocautery and Liga-
Sure Atlas. The pancreas was exposed anteriorly by a
window in the gastrocolic ligament, sparing the short
gastric vessels. The inferior and superior border of the
gland was mobilized, and the body/tail of the pancreas was
detached from the retroperitoneum to visualize the pos-
terior wall of the pancreas and the splenic vessels. The
pancreas was transected with an endoscopic linear 45-mm
stapler device. Five patients (50%) underwent spleen-pre-
serving distal pancreatectomy; in three of them the splenic
vessels were preserved, whereas in the remaining the pro-
cedure was performed with the Warshaw technique.

The specimen was placed in an endoscopic bag retrieval
system and extracted through a Pfannenstiel incision. A
soft nonsuction drain was placed on the pancreatic stump
and drawn out through the 12-mm port site.>!

A revision of the literature was done by a search in
PubMed utilizing the terms laparoscopic pancreatectomy,
solid pseudopapillary tumor.

RESULTS

In four cases the diagnosis was incidental (40%) and in
six cases (60%) clinical symptoms were present. The pre-
vailing symptom was continuous, vague abdominal pain.
Presence of a palpable mass located in the upper abdominal
quadrant occurred in two cases (20%).

The laboratory tests did not reveal any significant
alterations. All patients underwent ultrasonography (US)
and abdominal contrast-enhanced computer tomography
(CE-CT) scan or magnetic resonance imaging (MRI)
preoperatively.

The average tumor size was 43.8 mm (minimum 20,
maximum 65 mm). The mass had a solid aspect in 40% of
cases (4/10), whereas another 40% presented an internal
necrotic-hemorrhagic area. Aspects of vascular infiltration
and adhesion to mesenteric vessels were not observed in
any of the cases. The median number of lymph nodes
examined was 8 (range, 0—16), and the number of lymph
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nodes involved was zero. Metastases were never detected,
and all the lesions were potentially resectable at the end of
the diagnostic workup. We never performed preoperative
biopsy.

All surgical procedures were completed laparoscopi-
cally with no cases of conversion to open procedure. The
mean operative time was 177.5 min (DS 53.7; minimum
120, maximum 255). Intraoperative blood transfusion was
never needed.

No cases of perioperative mortality were recorded. The
mean hospital stay was 7 days (DS 2.7; minimum 4,
maximum 12). Six of 10 patients (60%) had an uneventful
postoperative course with a mean hospital stay of 6.3 days
(DS: 2.5 minimum 4, maximum 11). Four patients (40%)
had postoperative complications. The mean hospital stay
was in these cases 8 days (DS 3.1; minimum 5, maximum
12). Two of these patients had surgical complications that
led to reoperation. In one case, reoperation was performed
on the first postoperative day for bleeding after spleno-
pancreatectomy. The procedure was done laparoscopically
and consisted of hemostasis on the pancreatic stump by

Endoclip placement. This patient also had bronchopulmo-
nary complications. The other patient was readmitted to the
hospital after 15 days for fever and abdominal pain. She
underwent reoperation for intra-abdominal hematoma after
a spleen-preserving distal pancreatectomy. The procedure
consisted of laparotomy, drainage of a retrogastric hema-
toma, and peritoneal toilette. Her subsequent postoperative
course was characterized by a grade A pancreatic fistula.
The other two patients had nonsurgical complications. One
was affected by a chylous fistula, which was treated con-
servatively on an outpatient basis and resolved within a
month after surgery. The last patient developed broncho-
pulmonary complications and wound infection and was
treated by antibiotic therapy and wound cleansing. All
patients were discharged as disease-free with a Karnofsky
score of 100%. The lesion macroscopically appeared well
circumscribed in all cases. After a median follow-up of 47
(range, 5-98) months, all patients were alive and free of
disease. At time of writing, none of the patients is receiving
pancreatic enzyme therapy and no case of diabetes has
been observed. Follow-up ended in October 2009.

TABLE 1 Main

characteristics, clinical features, Study Age (year) Signs and symptoms Tumor site Tumor
localization, and size of SPT and gender size (cm)
reported in lite.rature and Kang?*2728 25 F No symptoms Tail 45
personal experience .
44 F No symptoms Body-tail 35
32 F No symptoms Tail 4
30 M No symptoms Tail 3
Han?' - - - -
Matos>’ 16 No symptoms Body 2.5
26 Back pain Tail 5.9
Machado*? 26 F - Uncinate process 4
Laxa® - - - -
Sokolov?** 13F abd pain Neck -
13 F abd pain Tail -
Sasaki® 31 F abd pain Body-tail 55
Fernandez-Cruz?® - - Body-tail -
- - Body-tail -
Fais™ 9F abd pain Tail -
I11F No symptoms Body-tail 4.5
12 F hematemesis and melena Head -
Present series 35 M No symptoms Tail 5
21 F abd mass, abd pain Body-tail 5
I11F abd pain Body-tail 5
35 F abd mass, abd pain Tail 5
19 F No symptoms Body-tail 2
51F No symptoms Body-tail 4
21 F No symptoms Body-tail 5
17M No symptoms Body-tail 35
25 F No symptoms Body-tail 6.5
F female, M male, abd 13F abd pain Body-tail 3

abdominal
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A revision of the literature was done and a summary of
the clinical characteristics and results of all patients are
reported in Tables 1 and 2.

DISCUSSION
Only 17 cases of patients affected by SPT, who under-

went laparoscopic distal pancreatectomy have been
reported in literature (Tables 1 and 2).10:20-39 The authors

have reported good short-term results, with no postopera-
tive complications. Unfortunately though, long-term
follow-up is not available. Especially in case of pancreatic
SPT, long-term survival is highly expected as long as
surgery is safely performed. Therefore, surgeons dealing
with this tumor need to take long-term outcomes into
consideration.?’

In a recent study, Fais et al. reported three cases of
recurrence after laparoscopic approach for SPT: two cases

TABLE 2 Therapy and outcome of SPT reported in Literature and personal experience

Study Therapy Postoperative complications Outcome
Kang20’27’28 LPR (DP + splenectomy) NO -

LPR (DP) NO -

LPR (spleen-preserving DP with segmental NO NED at 6 months

resection of splenic artery)

LPR (spleen-preserving DP and cholecystectomy) NO NED at 6 months

Han?! LPR (DP) NO NED at 19.8 months
(mean of 5 resections)

Machado™ LPR (PD) NO NED at 2 months
Matos® LPR (enucleation) NO NED at 13 months

LPR (spleen-preserving DP) YES (pancreatic-grade A-fistula) NED at 32 months
Laxa® LPR (hand assisted?) - -
Sokolov** Central pancreatectomy (with pancreogastroanastomosis) NO NED after 6 months

LPR (spleen-preserving DP) NO NED after 24 months
Sasaki®’ LPR (spleen-preserving DP) NO -
Fernandez-Cruz”® LPR (DP + splenectomy) NO -

LPR (DP + splenectomy) NO -
Fais® Laparoscopy biopsy, than PLR — peritoneal mets NO NED at 12 months after

43 months after — 5-FU 4 oxaliplatin +
irinotecan — mets resection

Laparoscopy biopsy — open DP — peritoneal mets

40 months after — mets resection — 5-FU +
oxaliplatin + irinotecan

Laparoscopy biopsy — open PD (R2) — local
recurrence 32 months after

Present series LPR (DP + splenectomy)

LPR (spleen-preserving DP)
LPR (spleen-preserving DP)
LPR (DP + splenectomy)

LPR (spleen-preserving DP)

LPR (DP + splenectomy)
LPR (spleen-preserving DP)
LPR (DP + splenectomy)
LPR (DP + splenectomy)
LPR (spleen-preserving DP)

resection of recurrence

- NED at 43 months after
resection of recurrence

- Alive with local recurrence
2 years from the tumor
resection

YES (reoperation for NED at 30 months

hemoperitoneum)
NO NED at 62 months
NO NED at 62 months

YES (wound infection + NED at 45 months
bronchopulmonary

complication)

YES (reoperation for retrogastric ~ NED at 66 months

hematoma, blood transf., pancr.

fistula)
NO NED at 98 months
NO NED at 82 months
NO NED at 15 months
NO NED at 12 months

YES (chylous fistula) NED at 5 months

LPR laparoscopic pancreatic resection, DP distal pancreatectomy, PD pancreaticoduodenectomy, NED no evidence of disease, mets metastases,

5-FU 5-flourouracil
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after laparoscopic biopsy and the last after biopsy and
laparoscopic resection.’® These poor results are contradic-
tory with the low risk of local or disseminated recurrence
after open laparotomy without chemotherapy previously
reported in literature.”® The authors hypothesized that
recurrences after laparoscopic management may have been
due to diffusion of tumor cells caused by gas insufflation,
especially during biopsy, and concluded that a larger series
will be needed to evaluate the safety and efficiency of
laparoscopy for the management of tumors such as SPT,
without chemotherapy. On the basis of their experience,
Fais et al. introduced doubts about the appropriateness of
the laparoscopic approach for patients suffering from SPT.
This report can increase the suspicion that the laparoscopic
approach could be detrimental for these patients. In one of
our previous studies, we reported good results after 1 year
follow-up in an 11-year-old patient who underwent lapa-
roscopic pancreatic resection for a SPT.'°

In the present study of 10 consecutive resections for
SPT, we reached a median follow-up of 47 months with no
recurrence of disease. This data strongly support the
hypothesis that laparoscopic approach in the surgical
management of SPT is suitable and safe.

Data concerning preoperative cytological tests are con-
flicting.’> We do not submit our patients to fine-needle
aspiration or preoperative biopsy; the presence of a “solid”
resectable tumor in young patients has negatively influ-
enced our strategy about the utility of fine-needle aspiration
in our series. Moreover, some authors have reported that
SPT of the pancreas may spread outside the pancreas,
particularly in peritoneal cavity. Metastatic spread may be
promoted by trauma, including tumor biopsies, which
should never be performed.*?

According to the results from our cohort of patients and
other previous studies, we consider the laparoscopic tech-
nique a safe and feasible procedure, which in expert hands
can be completed in a reasonable time and yield good results.

The laparoscopic approach has always been curative for
SPT whenever a radical resection, avoiding to break the
mass, has been performed. In terms of complications, the
literature data and this series show that the laparoscopic
approach does not represent a risk factor for major
complications. >

Laparoscopic spleen-preserving distal pancreatectomy is
a beneficial procedure for patients with benign and bor-
derline malignancies of the pancreas. With such a
procedure, it is best to try to preserve the splenic artery and
vein, especially in young patients, such as those generally
affected by a SPT.

Patients who undergo laparoscopic surgery have a faster
recovery with a shorter hospital stay; even when compli-
cations occur the mean hospital stay is not significantly
prolonged (6 vs. 8 days). This technique, however, should

be considered as an advanced laparoscopic procedure and
its application in pediatric cases is still under development.
Only surgical teams with advanced laparoscopic skills
should to perform it.

In our opinion, laparoscopic biopsy should not be per-
formed in patients affected by SPT.

ACKNOWLEDGMENT This study has been supported by the
Fondazione Italiana Malattie Pancreas (FIMP) Verona, Italy. We
gratefully acknowledge Alfredo F. Tonsi for his assistance with
manuscript review.

REFERENCES

1. Gagner M, Pomp A. Laparoscopic pylorus-preserving pancreat-
oduodenectomy. Surg Endosc. 1994;8(5):408-10.

2. Becmeur F, Hofmann-Zango I, Moog R, Sauvage P. Small bowel
obstruction and laparoscopic treatment in children. J Chir (Paris).
1996;133(9-10):418-21.

3. Mabrut JY, Fernandez-Cruz L, Azagra JS, et al. Hepatobiliary
and Pancreatic Section (HBPS) of the Royal Belgian Society of
Surgery; Belgian Group for Endoscopic Surgery (BGES); Club
Coelio Laparoscopic pancreatic resection: results of a multicenter
European study of 127 patients. Surgery. 2005;137(6):597-605.

4. Kooby DA, Hawkins WG, Schmidt CM, Weber SM, Bentrem DJ,
Gillespie TW, Sellers JB, Merchant NB, Scoggins CR, Martin RC
3rd, Kim HJ, Ahmad S, Cho CS, Parikh AA, Chu CK, Hamilton
NA, Doyle CJ, Pinchot S, Hayman A, McClaine R, Nakeeb A,
Staley CA, McMasters KM, Lillemoe KD. A multicenter analysis
of distal pancreatectomy for adenocarcinoma: is laparoscopic
resection appropriate? J Am Coll Surg. 2010;210(5):779-87.

5. Lam KY, Lo CY, Fan ST. Pancreatic solid-cystic-papillary
tumor: clinicopathologic features in eight patients from Hong
Kong and review of the literature. World J Surg. 1999;23(10):
1045-50.

6. Hao CY, Lu AP, Xing BC, Huang XF, Gao F, Ji JF. Solid
pseudopapillary tumor of the pancreas: report of 8 cases in a
single institution and review of the Chinese literature. Pancrea-
tology. 2006;6(4):291-6.

7. Salvia R, Bassi C, Festa L, et al. Clinical and biological behavior
of pancreatic solid pseudopapillary tumors: report on 31 con-
secutive patients. J Surg Oncol. 2007;15;95(4):304-10.

8. Jung SE, Kim DY, Park KW, Lee SC, Jang JJ, Kim WK. Solid
and papillary epithelial neoplasm of the pancreas in children.
World J Surg. 1999;23:233-6.

9. Choi SH, Kim SM, Oh JT, Park JY, Seo JM, Lee SK. Solid
pseudopapillary tumor of the pancreas: a multicenter study of 23
pediatric cases. J Pediatr Surg. 2006;41(12):1992-5.

10. Melotti G, Cavallini A, Butturini G, Piccoli M, Delvecchio A,
Salvi C, Pederzoli P. Laparoscopic distal pancreatectomy in
children: case report and review of the literature. Ann Surg Oncol.
2007;14(3):1065-9. Epub 2007 Jan 7.

11. Frantz, VK. Tumors of the pancreas. In: Atlas of tumor pathol-
ogy. Washington DC: Armed Forces Institute of Pathology; 1959:
32-3.

12. Kloppel GSE, Longnecker DS, Capella C, et al. Histological
typing of tumours of the exocrine pancreas. World Health
Organization International Histological ~Classification of
Tumours. Berlin: Springer-Verlag; 1996.

13. Klimstra DS, Wenig BM, Heffess CS. Solid-pseudopapillary
tumor of the pancreas: a typically cystic carcinoma of low
malignant potential. Semin Diagn Pathol 2000;17:66-80.



Laparoscopic Pancreatectomy in SPT

357

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

Yoon DY, Hines OJ, Bilchik AJ, Lewin K, Cortina G, Reber HA.
Solid and papillary epithelial neoplasms of the pancreas:
aggressive resection for cure. Am Surg. 2001;67:1195-9.
Ladanyi M, Mulay S, Arseneau J, Bettez P. Estrogen and pro-
gesterone receptor determination in the papillary cystic neoplasm
of the pancreas. With immunohistochemical and ultrastructural
observations. Cancer. 1987;60:1604—11.

Geers C, Moulin P, Gigot JF, Weynand B, Deprez P, Rahier J,
Sempoux C. Solid and pseudopapillary tumor of the pancreas—
review and new insights into pathogenesis. Am J Surg Pathol.
2006;30(10):1243-9.

Martin RC, Klimstra DS, Brennan MF, Conlon KC. Solid-
pseudopapillary tumor of the pancreas: a surgical enigma? Ann
Surg Oncol. 2002;9:35-40.

Chen X, Zhou GW, Zhou HJ, Peng CH, Li HW. Diagnosis and
treatment of solid pseudopapillary tumors of the pancreas. He-
patobiliary Pancreat Dis Int. 2005;4(3):456-9.

Papavramidis T, Papavramidis S. Solid pseudopapillary tumors of
the pancreas: review of 718 patients reported in English literature.
J Am Coll Surg. 2005;200(6):965-72.

Kang CM, Kim HG, Kim KS, Choi JS, Lee WJ, Kim BR. Lap-
aroscopic distal pancreatectomy for solid pseudopapillary
neoplasm of the pancreas-report of two cases. Hepatogastroen-
terology. 2007;54(76):1053-6.

Han HS, Min SK, Lee HK, Kim SW, Park YH. Laparoscopic
distal pancreatectomy with preservation of the spleen and splenic
vessels for benign pancreas neoplasm. Surg Endosc. 2005;19(10):
1367-9. Epub 2005 Jul 28.

Machado MA, Makdissi FF, Surjan RC, Machado MC. Laparo-
scopic resection of uncinate process of the pancreas. Surg
Endosc. 2009;23(6):1391-2. Epub 2009 Mar 5.

Laxa BU, Carbonell AM II, Cobb WS, Rosen MJ, Hardacre JM,
Mekeel KL, Harold KL. Laparoscopic and hand-assisted distal
pancreatectomy. Am Surg. 2008;74(6):481-6; discussion 486-7.
Sokolov YY, Stonogin SV, Donskoy DV, Povarnin OY, Vilesov
AV. Laparoscopic pancreatic resections for solid pseudopapillary
tumor in children. Eur J Pediatr Surg. 2009 Sep 10.

25.

26.

217.

28.

29.

30.

31.

32.

33.

Sasaki A, Nitta H, Nakajima J, Obuchi T, Baba S, Wakabayashi
G. Laparoscopic spleen-preserving distal pancreatectomy with
conservation of the splenic artery and vein: report of three cases.
Surg Today. 2008;38(10):955-8. Epub 2008 Sep 27.

Spanish National Registry of Laparoscopic Pancreatic Surgery,
Fernandez-Cruz L, Pardo F, Cugat E et al. Analysis of the
Spanish National Registry of Laparoscopic Pancreatic Surgery.
Cir Esp. 2006;79(5):293-8.

Kang CM, Lee JW. Spleen preserving laparoscopic distal pan-
createctomy with segmental resection of splenic artery in a solid
pseudo papillary tumor of the pancreas. Hepatogastroenterology.
2009;56(93):1207-10.

Kang CM, Yang WI, Lee YH, et al. A case of spleen-preserving
laparoscopic distal pancreatectomy and concomitant cholecys-
tectomy in male patient with solid pseudopapillary neoplasm of
the pancreas and gallstone. J Laparoendosc Adv Surg Tech A.
2008;18(2):259-65.

Matos JM, Griitzmann R, Agaram NP, Saeger HD, Kumar HR,
Lillemoe KD, Schmidt CM. Solid pseudopapillary neoplasms of
the pancreas: a multi-institutional study of 21 patients. J Surg
Res. 2009;157(1):e137—42. Epub 2009 May 8.

Fais PO, Carricaburu E, Sarnacki S, Berrebi D, Orbach D,
Baudoin V, de Lagausie P. Is laparoscopic management suitable
for solid pseudo-papillary tumors of the pancreas? Pediatr Surg
Int. 2009;25(7):617-21. Epub 2009 May 29.

Melotti G, Butturini G, Piccoli M, et al. Laparoscopic distal
pancreatectomy: results on a consecutive series of 58 patients.
Ann Surg. 2007;246(1):77-82.

Pettinato G, Di Vizio D, Manivel JC, Pambuccian SE, Somma P,
Insabato L. Solid-pseudopapillary tumor of the pancreas: a neo-
plasm with distinct and highly characteristic cytological features.
Diagn Cytopathol. 2002;27:325-34.

Lévy P, Bougaran J, Gayet B 1997 Diffuse peritoneal carcinosis
of pseudo-papillary and solid tumor of the pancreas. Role of
abdominal injury. Gastroenterol Clin Biol 21(10):789-93.



	Laparoscopic Pancreatectomy for Solid Pseudo-Papillary Tumors of the Pancreas is a Suitable Technique; Our Experience with Long-Term Follow-up and Review of the Literature
	Abstract
	Background
	Methods
	Results
	Conclusions

	Patients and Methods
	Results
	Discussion
	Acknowledgment
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 149
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 149
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 599
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


