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Case Report

Acute post-traumatic presentation of a solid pseudo papillary
tumor of pancreas: A case report
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Abstract
Objective: To report a case of pancreatic pseudo papillary solid cystic tumor, known as Frantz
tumor, which was discovered after a blunt abdominal trauma and to carry out a review of
literature.
Case report: The patient was a 14-years old girl who came to the emergency room after blunt
abdominal trauma with an intense abdominal pain. She underwent emergent laparotomy
because of the positive peritoneal signs and circulatory instability. The exploration revealed a
large retroperitoneal mass. Therefore, an incisional biopsy was done and the patient was
referred to our center.
CT-Scan was performed and revealed a large cystic mass (about 14×10cm) in left side of
upper abdomen, which was located posterior to the stomach. Laparatomy revealed a very
large pancreatic tumor with extension to spleen, stomach and transverse colon. A distal
pancreatectomy, sleeve gastrectomy, segmental resection of large bowel and splenectomy
was performed. The pathologic report was a pseudo papillary solid and cystic tumor of
pancreas. Clinical evaluation has been satisfactory without recurrence after 12 months of
follow up.
Conclusion: Frantz tumor has benign behavior and treatment of choice consists of surgical
resection. Pseudo papillary tumor may spread outside the pancreas, particularly in peritoneal
cavity. Met static spread may be promoted by trauma, including tumor biopsies which should
never be performed. The outcome after surgical resection is excellent with 90% survival in the
long term. Recurrence has been described in approximately 10% of the patients.
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Introduction
Solid-pseudo papillary tumor of the pancreas is a
rare condition in the literature and about 300 cases
have been reported. This tumor was first described
in 1959. It is also known under the term FRANTZ
tumor, named after the author who first described
it, which has also been referred to as cystic tumor;
papillary epithelial neoplasia; solid and papillary
epithelial neoplasia; or papillary epithelial tumor.
The origin of the solid-pseudopapillary tumor has
not yet been clarified. It is discussed to originate
either from ductal epithelium (2, 4), acinar cells
(19, 21), or endocrine cells (27-23). Another

hypothesis is that this tumor arises from
pluripotent embryonic cells of the pancreas (22,
24, 25) or from the ridge ovarian analogue related
cells, which were attached to the pancreatic tissue
during early emberyogenesis (22, 28). Solidpseudopapillary tumor of the pancreas has a
tendency to predominantly affect young woman
aged between 25 and 35 years (3, 20, 24, 28, 29).
Age is reported to range from 8 (25) to 70 year
(2). However, a relationship with oral
contraceptives has not been proven (20); this
tumor rarely affects men and is characterized by a
long asymptomatic course and nonspecific
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symptoms. Therefore, it is not uncommon that
solid-pseudo papillary tumor is detected only
when it has been grown to a remarkable size of 810cm (3-20). Even a tumor of 20 cm in diameter
has been reported (32). One feature of this tumor
is its low malignant potential. Although the liver
is found to be the mostly affected site by
metastases, these are only rarely seen (20, 25, 32,
33). Furthermore, there are only few reports
regarding invasive growth (2, 3). Survival time
has been reported to reach up to 21 years (1).
Here we report a 14-ycar old woman with acute
presentation of a solid pseudopapillary tumor of
the pancreas who had suffered from a blunt
abdominal trauma.
Case report
A previously healthy 14-years old girl suffered
from a slight blunt trauma to the abdomen. The
patient came to the emergency room of another
center with intense atypical abdominal pain. An
emergent laparatomy performed because of
positive peritoneal signs and signs of circulatory
instability. The exploration revealed a very large
retroperitoneal mass. Therefore, a biopsy was
done and the patient was referred to our hospital.
In history taking, she mentioned no weight loss or
preexisting abdominal complain and swelling. Her
vital signs were stable and chest and
cardiovascular systems were normal. Abdominal
examination revealed a mass occupying the
epigastric and left hypochondriac region. Blood
investigation revealed: Hemoglobin=14 g\dL
(reference range: 11-15g/dL) and WBC=13×109/L
(reference range: 3.5-10.0×109/L). Serum amylase
and liver function tests were normal. Spiral
abdominal and pelvic CT-Scan with oral and
intravenous contrast showed a large cystic tumor
(14×10cm) in the left side of upper abdomen. The
tumor was located posterior to stomach and
arising the body and tail of the pancreas. The cyst
contained multiple enhancing solid components
and showed mural enhancement. Linear areas of
hyperdensities within the cyst suggesting
hemorrhage were seen. Thus, cystadenoma of
pancreas was the probable diagnosis; however, a
pancreatic cyst could not be excluded. The patient
went to the operation room with bowel
preparation at recurrent laparatomy and we found
a huge retroperitoneal mass with adherent to
spleen, stomach and meso of the transverse colon.
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No metastases were found. We performed a distal
pancreatectomy
and
partial
gastrectomy,
segmental resection of the large bowel and
splenectomy. The weight of the specimen was 450
g.
Figure 3a, 3b: A macrograph of the resected
operative specimen comprising distal of pancreas,
a part of stomach, large bowel and spleen. Ten
days later, the patient was discharged from our
university hospital without any postoperative
complications.
Histological assessment of sections showed
residue of pancreatic tissue with an encapsulated
cellular neoplasm composed of pseudopapillae
covered by several layers of epithelial cells. The
nuclei were ovoid and folded with indistinct
nucleoli and few mitoses.
Figure 5a, 5b: Tumor cells radially around fibro
vascular stalks forming rosette-1ike pattern. (H &
E stain)
Figure 6: A micrograph showing cystic
degeneration with solid and pseudopapillary
formation and red blood cell in the cystic space.
The thick fibrovascular core of the papillae is
composed of mucinous material with wide areas
of tumoral necrosis. Solid pseudopapillary tumor
(carcinoma with low malignant potential),
T2NOMx, stage IB, with tumor size measuring
20×l4×11cm was reported. Tumor had invaded
the pancreatic capsule in some foci. All five
excised lymph nodes were free of tumor. Vascular
and perineural invasion was not identified. Gastric
tissue and large bowel mucosa and surgical
margins were free of tumor. The spleen showed
hemorrhagic and infarction in one area.
Discussion
Solid-pseudopapillary tumor (SPPT) is the
preferred term for a distinctive type of pancreatic
tumor; also known as papillary and solid epithelial
neoplasm, papillary-cystic neoplasm and cysticsolid papillary carcinoma.
Mostly, the cases are young women, and the most
common clinical sign is a palpable abdominal
mass. Grossly, it is usually large and on crosssection it often contains areas of hemorrhage and
necrosis. Most cases are surrounded by a well
developed capsule, but in some instances, the
edges are those of a solid infiltrative neoplasm.
Other cases are predominantly cystic and
multicentricity is exceptionally rare. A few cases

have been found adjacent to but anatomically
separate from pancreas (34). Mao in a cumulative
review of the literature found that 90% of the
patients were female with a mean age of 23.9
years (24). Another study in Taiwan between
1990 and 2003 reported seven patients with SPPT
retrospectively reviewed, with a mean age of 31
years (57). Review of the literature revealed 24
cases of solid-pseudopapillary tumors of the
pancreas reported in children (table1) with an
average age of 10.8 years (range: 8-16 years) and
a male: female ratio of 1:4.75 (5-18). There were
4 case (3 girls and a boy) 13-16 years of age
presented acutely following blunt abdominal
trauma in a fashion similar to that of our present
case (5,11,14,15). An emergency whipple
procedure was performed in 3 cases (11, 13, 15).
Bombi et al. (54) reported other 2 cases of
pseudopapillary tumors in older female patients
22 and 23 years of age, one presented with an
acute abdomen and pneumoperitoneum.
Patients are often asymptomatic and the cyst
discovered incidentally on physical examination
or radiological studies(35). Patients may also
occasionally present with a growing abdominal
mass associated with vague abdominal discomfort
or may rarely present with an acute abdomen due
to tumor rupture and hemoperitoneum as
happened in our patient. Jung et al. reported a
series of 6 pediatric cases (4 girls and 2 boys) with
a mean age of 11.2 years (range 8-13 years), 5 of
the lesions were located in the pancreatic head
necessitating pancreaticoduodenectomy and one

was located in the tail which was treated by distal
pancreatectomy (8). All were alive with no
recurrence in an average follow-up of 5.5 years.
Wang et al. reported a solid-pseudo papillary
rumor in 3 children (2 girls 11 and 14 years of age
and a boy 10 years of age) and concluded that the
tumor arises early in life, grows slowly and rarely
metastasizes (6), Rebhandle et al. reported 4 girls
12-16 year of age presenting with abdominal pain
and mass (diameter 7-15 cm), located in tail
(n=2), the body and tail (n=1) and the head (n=l).
Only one case developed two recurrences, and
metastases were found in spite of surgical
resection and adjuvant chemotherapy (9).
This tumor lends to be fairly benign in young
females but appears more aggressive in older
males whose mean age is about 10 years older
than women (41, 50). Cilinically, patients with
SPPT of the pancreas usually have vague
abdominal symptoms with fullness or discomfort,
pain, and a palpable abdominal mass and about
9% of the reported patients were asymptomatic
(37).
Portsc reported a case of acute presentation of a
SPPT in a young boy with a blunt trauma in
whom a curative pancreaticodeodenectomy was
performed (55). Another report was a 14 years old
boy who underwent an emergent explorative
laparatomy because of positive peritoneal signs
and increased signs of circulatory instability. It
revealed a large hematoma and the source of
bleeding was a tumor arising from head of
pancreas. Thus, a curative whipple procedure was

Table 1: Reported cases of solid pseudopaillary tumors of the pancreas in children
References
Person et al. [5]
Wange et al. [6]
Herskovits et al.[7]
Jung et al. [8]
Rebhandl et al [9]
Akiyama et al. [10]
Cervantes-Monteil et al. [11]
Sabatino et . al [12]
Carrincaburu et. Al [13]
Portc et. Al [14]
Jiang et al [15]
Saw et al [17]
Andronikou et al. [16]
Saw et al. [17]
Bardales et al [18]
Total

Year
1996
1998
1999
1999
2001
2002
2002
2003
2003
2003
2003
2003
2003
2004
2004

Number of cases
1
3
1
6
4
1
1
1
1
1
1
1
1
1
1
24

Sex
Girl
1 boy, 2 girls
Boy
2 boys, 4 girls
Girls
Girl
Girl
Girl
Girl
Girl
Girl
Girl
Girl
Girl
Girl
5 boys, 19 girls
(Ratio 1:4.75)

Age(years)
16
10, 11, 14
13
8-13
12-16
15
15
15
13
9
14
13
15
12
13
Average: 10.8 years
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accomplished. Physical examination is often
normal a part from the presence of an upper
abdominal mass (14).
In another case report, a young girl with diffuse
peritoneal carcinomatosis due to pseudopapillary
and solid tumor of the pancreas was reported.
Fourteen months earlier, an abdominal trauma
occurred.
Among 17 published cases of metastatic
pseudopapillary and solid tumor of the pancreas
(including
6
cases
with
peritoneal
carcinomatosis), trauma was described in 11 cases
(including 3 cases of peritoneal carcinomatosis).
Pseudopapillary tumor may spread outside the
pancreas, particularly in the peritoneal cavity.
Metastatic spread may be promoted by trauma,
including tumor biopsies which should never be
performed (56). Usually, there is no evidence of
pancreatic insufficiency. Abnormal liver function
test, cholestasis, elevated pancreatic enzymes or
an endocrine syndrome and tumor markers are all
unremarkable.
Given the good prognosis of the disease, it is
important to make the diagnosis preoperatively if
possible, so that adequate resection will be
undertake-no Therefore, imaging studies should
be carefully assessed, with FNAC considered if
necessary (37). Abdominal ultrasound and CTScan show a well encapsulated complex mass
with both solid and cystic components and
displacement of nearby structures. There may be
calcifications at the periphery of the mass and
intravenous contrast enhancement inside the mass
suggestive of hemorrhage necrosis (36), Procacci
C et al. reported the accuracy of CT scan in cystic
pancreatic masses to be about 60% (41).
According to cantisani et al. MRI is better than
CT to distinguish certain tissue characteristics,
such as hemorrhage, cystic degeneration, or the
presence of a capsule, particularly as indicated by
high signal intensity on Tl-weighted imaging and
slightly progressive heterogeneous peripheral
contrast Enhancement, seen after gadolinium
administration on dynamic examination (42).
Angiography usually Demonstrates a vascular or
hypovascular pancreatic tumor and may help to
delineate the mass from other involved and
adjacent structures (37). Although, some
radiological signs are suggestive of SPPT,
radiological guided FNAC may be needed to
obtain a preoperative diagnosis. In one study
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reviewing over 150 cases of SPPT, when
preoperative FNAC was done, over 70% of
lesions were definitely diagnosed as SPPT or had
SPPT or low-grade epithelial neoplasm in the
differential diagnosis (37). The origin of this
tumor remains an enigma. Kosmahl (43)
attempted to correlate the immunoprofile of
tumors in 59 patients with a cellular origin for
SPPT. They used different stains, including
exocrine markers of acinar differentiation (trypsin,
chemotropism),
ductal
differentiation
(glycoprotein's), and neuroendocrine markers
(synaptophysin and chromogranin). They found
that the most consistent positive markers were
vimentin, NSE, α-anritrypsin, α -amichymotrypsin
and progesterone receptors, present in more than
90% of tumors. Cytokeratin was demonstrated in
70% and synaplophysin in 22%. However, their
results failed to reveal a clear phenotypic
relationship with any of the defined cell lines of
the pancreas. Differentiation along exocrine cell
lines has been postulated for SPPT on the basis of
trypsin and chymotrypsin positivity. However,
NSE and synaptophysin (43) positivity favors an
endocrine origin. The female predominance along
with the presence of progesterone receptors
(43,45) in some reported cases suggests a
neuroendocrine origin. In a study by Pezzi, SPPT
had immunohistochemical and ultrastructural
evidences of both an endocrine and intra-ductal
differentiation, suggesting that this tumor may
arise from a pluripotent stem cell (46). Although
progesterone receptors have been found by some
investigators, estrogen receptors have not been
demonstrated (30, 45).
Another hypothesis by Kosmahl is that there is a
close relationship between the pancreas and the
genital ridges during embryogenesis, so that the
tumor cells may be derived from the celomic
epithelium and rete ovarii (43). These stem cells
may become attached to pancreatic tissue during
early embryogenesis (43,45). The differential
diagnosis of SPPT of the pancreas includes any
solid or cystic pancreatic disease entity, such as
mutinous cystic tumor. micro cystic adenoma,
islet cell tumor, cystadenocarcinoma, acinar cell
carcinoma, inflammatory pseudo cyst, mucus
secreting tumor, pancreatoblastoma, and a
vascular tumor-like hemangioma. The first four
are usually seen in older patients and have no
particular
gender
preponderance
(47).

Pancreatoblastoma is usually found in younger
individuals of either sex. Radiologically, a linear
sunburst pattern of calcification is the usual
finding in micro cystic adenoma; a hyper vascular
pattern on angiography is suggestive of islet cell
tumor rather than SPPT (47).
Grossly, SPPT is a well-encapsulated, spherical
mass, usually measuring around 8 to 10 cm. The
cut surface shows large spongy areas of
hemorrhage alternating with both solid and cystic
degenerations. The histological appearance is very
distinctive and is considered diagnostic. It is
fundamentally a solid tumor with extensive
degenerative changes forming solid cellular and
hypervascular regions without glands. Areas of
degeneration
may
then
develop
into
Pseudopapillary structures. Nishihara (30) and
colleagues showed that the presence of necrosis,
vascular and perineural invasion, high nuclear
grade, and prominent necrobiotic nests suggest a
greater malignant potential and aggressive
behavior. Another study reported a case of hepatic
metastases in which there was DNA aneuploidy
and elevated proliferative index (48).
One study demonstrated that even patients with
local recurrence as well as liver and peritoneal
metastases could still have long-term survival
(49). Metastases reportedly occur at mean interval
of 8.5 years (50). Surgery is the mainstay of
treatment, which is usually curative for localized
disease, There is evidence for prolonged survival
after adequate surgical resection even with
metastases, Even if the disease is extensive at the
time of presentation, surgical debunking favors
prolonged survival (51).
Intra-operative frozen section may be helpful to
ascertain the adequacy of the resection margins.
There have been only few reports of the use of
radiotherapy (52) or chemotherapy (53), so it's
difficult to judge the value of such measures.
In conclusion, SPPT of the pancreas is a rare
indolent neoplasm with an unclear origin that
typically occurs in young females. The diagnosis
depends on histological confirmation, but its
appearance on imaging is fairly characteristic,
being a large well-encapsulated mass with
calcification
and
areas
of hemorrhagic
degeneration. Surgical resection has generally
been curative, but close follow up is
recommended, particularly when the histologic
appearance suggests a more aggressive tumor.

REFERENCES
1. Frantz VK. Tumor of the pancreas. In:
Blumberg CW (ed): Atlas of Tumor
Pathology. Series 1, Fascicles 27 and 28
Washington DC 1959: 32-3
2. Compagno J, Oertel JE, Krezmar M. Solid
and papillary neoplasm of the pancreas,
probably of small duct origin: A
clinicopathologic study of 52 cases. Lab
invest 1979; 40: 248-249
3. Cubilla AL, Fitzgerald PJ. Tumors of the
exocrine pancreas In: Hartmann WH, Sobin
LH (eds) Atlas of Tumor Pathology; Series 2,
Fascicle 19. Washington DC 1984: 201-207
4. Sanfey H, Mendelson G, Cameron JL. Solid
and papillary neoplam of the pancreas. A
potentially curalb surgical lesion. Ann Surg
1983; 197: 272-275
5. Persson M, Bisgaard C, Nielsen BB,
Christiansen T, Kroustrup JP. Solid and
papillary epithelial neoplasm of the pancreas
presenting as a traumatic cyst. Case report.
Acta Chil' Scand 1986; 152:223-6
6. Wang KS, Albances C, Dada F, Skarsgard
ED. Papillary cystic neoplasm of the
pancreas: a report of three pediatric cases and
literature review. J Pediatr Surg 1998;33:8425. (PMID 9660210)
7. Herskovits M, Cohen I, Loberant N, Szvalb S.
Papilary cystic neoplasm of the pancreas in a
teenage boy Eur J Radiol 1999;9:1354-6.
(pMID 10460373)
8. Jung SE, Kim DY, park KW, Lee SC, Jang II,
Kim WK. Solid and papillary epithelial
neoplasm of the pancreas in children. World J
Surg 1999, 23:233-6 (PMID 9933691)
9. Rebhandl W, Felberbauer FX, Puig S, Paya
K,Hochschomer S, Barlan M, Horcher E.
Solid pseudopapillary tumor of the pancreas
(Frantz tumor) in children: report of four
cases and review of the literature. J Surg
Oncol 2001; 76:289-96. (PMID 11320522)
10. Akiyama H, Ono K, Takano M, sumida K,
Ikutak, Miyamoto O. Solid-pseudo papillary
tumor of the pancreatic head causing tharked
distal atrophy: a tumor originated posterior to
the main pancreatic duct. Int J Gastrointest
Cancer 2002; 32:47-54. (PMID 12630770)

IJCP, Vol 1, No.1, Jan 2008

49

11. Cervantes-MonteilF,
Florez-Zorrilla
C,
Alvarez-Martinez I. Solid-cystic pseudo
papillary tumor of the pancreas: acute posttraumatic presentation. Case report and review
of the literature. Rev Gastroenterol Mex 2002;
67:93-6. (PMID 12214341)
12. Sabatino D, Kosuri S, Quiles R. Solid and
papillary epithelial neoplasm of the pancreas
in a 11-year-old girl: Case report and
literature review. Pediatr Hematol Oncolgoy
2003; 20:357-60. (PMID 12775532)
13. Caricature, Enezian G, Bonnard A, Berrebi D,
Belarbi N, Huot 0, et al. Laparoscopic distal
pancreatectomy for Frant's tumor in a child.
Surg Enodsc 2003; 17:2028-31. (PMID
14598158).
14. Portc S, Kavalar R, Horvat M, Gadzijev EM.
Urgent whipple resection for solid
pseudopapillary carcinoma of the pancreas. J
Hepatobilliary Pancreas Surg 2003; 10:386-9
(PMID 12951995)
15. Jiang J, Gonzalez M. Hartman GG. Pathologic
trauma. Solid year-old girl with an abdominal
mass
following
trauma.
Solidpseudopapillary carcinoma of the pacreas.
Arch Pathol Lab Med 2003; 127: 399-401.
(PMID 12951995)
16. Andronikou S, Moon A, Ussher R. Peritoneal
metastatic disease in a child after excision of a
solid pseudopapillary tumor of the pancreas: a
unique case. Pediatr Radiol 2003;33:26971.(pMID I 2709760)
17. Saw HP, Ho ML, Chen N. Solid cystic
pseudopapillary tumor of the pancreas: report
of one case. Acta Paediatr Taiwan 2003;
44:368-71. (pMID 14983661)
18. Bardales RH, Centeno B, Mallery JS, Lai R,
Pochapin M, Guiter G, et al. Endoscopic
ultrasound guided fine-needle aspiration
cytology diagnosis of solid-pseudopapillary
tumor of the pancreas: a rare neoplasm of
elusive
origin
but
characteristic
cytomorphologic features. Am J Clin Pathol
2004;121:654-62. (PMID 15151205)
19. Hofler H. Prognose faktoren beim Pankreas
Carcinom. Chirurg 1994; 65: 253-257
20. Kloppel G, Morohoshi T, John HO,
Oehmichen W, Opitz K, Angelkort A, et al.
Solid and cystic acinar cell tumor of the
pancreas: a tumor in young women with

50

IJCP, Vol 1, No.1, Jan 2008

21.

22.

23.
24.

25.

26.

27.

28.

29.

30.

31.

favorable prognosis. Virchow Arch Pathol
Anat Histol 1981; 392: 171-183
Morohoshi T, Held G, Kloppel G. Exocrine
pancreatic tumors and their histological
classification. A study based on 167 autopsy
and 97 surgical cases. Histopathology 1983;
7: 645-661.
Riickert K, Kloppel G, Treu HA, Altmeier A,
Hempel 0,Lingg G. Solid-zystischer Acinus
zell tumor des Pankreas. Dutch Med Wochens
tr 1982; 107: 1015-1020.
Schlosnagle DC, Campbell WG. The papillary
and solid neoplasm of the pancreas. Cancer
1981; 47: 2603-2610.
Yagihashi S, Sato I, Kaimori M, Matsumoto J,
Nagai K. Papillary and cystic tumor of the
pancreas. Two cases indistinguishable from
islet cell tumor. Cancer 1988;61: 1241-1247.
Mao C, Guvendi M, Domenico OR, Kim K,
Thomford NR, Howard JM. Papillary cystic
and solid tumors of the pancreas: a pancreatic
embryonic tumor? Studies of three cases and
cumulative review of the world's literature.
Surgery 1995; 118:821-828.
Matsunou H, Konishi F. Papillary-cystic
neoplasm of the pancreas. A clinicopathologic
study concerning the tumor aging and
malignancy
of
nine
cases.
Cancer
1990;65:283-291.
Kloppel G, Kosmahl M. Cystic lesions and
neoplasms of the pancreas. The Features are
becoming clearer. Pancreatology 2001; 1:648655.
Rebhandl W, Felberbauer FX, Puig S, Kurosh
P, Hochschomer S, Barlan M, et al. Solidpseudopapillary tumor of the pancreas (Frantz
tumor) in children: report of four cases and
review of the literature. J Surg Oncol 2001;
76: 289-291.
Rustin RB, Broughan TA, Hermann RE,
Grundfest Broniatowski SF, Petras RE, Hart
WR. Papillary cystic epithelial neoplasms of
the pancreas. A clinical study of four cases
Arch surg 1986; 121: 1073-1076.
Yamaguchi K, Hirakata R, Kitamura K.
Papillary cystic neoplasm of the pancreas:
radiological and pathological characteristics in
11 cases. Br J Surg 1990; 77: 1000-1003.
Nishihara K, Nagoshi M, Tsuneyoshi M,
Yamaguchi K, Hayasshi I. Papillary cystic

32.

33.

34.

35.

36.

37.
38.

39.

40.

41.

tumors of the pancreas. Assessment of their
malignant potential, Cancer 1993;71: 82-92.
Wilson MS, Adams DB, Garen PD, Ganster
TS. Aspiration cytologic, ultrastructural, and
DNA cytometric findings of solid and
papillary tumor of the pancreas, Cancer
1992;69: 2235-2243.
Cappellari JO, Geisinger KR, Albertson KR,
Wolfman NT, Kute TE. Malignant papillary
cystic tumor of the pancreas, Cancer 1990; 66:
193-198.
Horisawa M, Niinomi N, Sato T, Yokoi S,
Oda K, lchikawa M, et al. Frantz's tumor
(solid and cystic tumor of the pancreas) with
liver metastasis: successful treatment and
long-term follow-up. J Pediatr Surg 1995; 30:
724-726.
Kloppel G, Kosmahl M. Cystic lesions and
neoplasms of the pancreas. The features are
becoming clearer. Pancrealology 2001; 1:64855. (PMID12120249)
Dong PR, Lu DS, Degregario F, Fell SC, Au
A, Kadell BM. Solid and papillary neoplasm
of the pancreas: Radiological and ? study of
five cases and review of the literature. Clin:?
1996; 51:702-705.
Crawford BE 2nd Solid and papillary
epithelial neoplasm of the pancreas, diagnosis
by cytology. South Med J 1998; 91:973-977.
Frantz VK. Papillary tumors of the pancreas:
Benign or malignant? Tumors of the pancreas.
Atlas of tumor Pathology, 1st Series,
Fascicles 27 and 28. Frantz VK (ed).
Washington. DC, Armed Forces Institute of
Pathology, 1959: 32-33.
Kloppel G, Solcia E, Longnecker DS, Capella
C, Sobin LH. World Health Organization,
Institutional histological classification of
tumors. Histological Typing of Tumors of the
Exocrine Pancreas, 2nd ed. Springer-Verlag,
Berlin, 1996.
Lam KY, Lo CY, Fan ST. Pancreatic solidcystic-papillary tumor: Clinicopathologic
features in eight patients from Hong Kongand
review of the literature. World J Surg 1999;
23: 1045-50.
Procacci C, Graziani R, Bicego E, Zicari M,
Bergamo AndreislA, Zamboni G, et al.
Papillary cystic neoplasm of the pancreas:
Radiological findings. Abdom Imaging 1996;
21: 554-8.

42. Cantisani V, Mortele KJ, Levy A, Glickman
IN, Ricci P, Passariello R, et al. MR imaging
features of solid pseudopapillary tumor of the
pancreas in adult and pediatric patients. Am J
Rontgenol 2003; 181: 395-401.
43. l M, Seada LS, Janig D, Harms D, Kloppel G.
Solid? tumor of the pancreas: its origin
revisited. Virchows Arch 2000;436: 473-4.
44. Ladanyi M, Mulay S, Arseneau J, Bettez P.
Estrogen
and
progesterone
receptor
determination in the papillary cystic neoplasm
of the pancreas. With immunohistochemical
and ultra structural observations. Cancer
1987;60: 1604-1611.
45. Zamboni G, BonettiF, ScarpaA, PelosiG,
DoglioniC, lanmtceiA, et al. Expression of
progesterone receptors in solid-cystic tumor
of the pancreas: A clinic pathological and
immunohistochemical study of ten cases.
Virchows Arch Pathol Alia! Histol'athol 1993;
423- 5.
46. Pezzi CM, Schuerch C, Erlandson RA,
Deitrick J. Papillary-cystic neoplasm of the
pancreas: J Surg Oncol 1988;37: 278-85.
47. Zinner MJ, Shurbaji MS, Cameron JL. Solid
and papillary epithelialneoplasms of the
pancreas. Surgery 1990;108:457-480.
48. Kamei K, Funabiki T, Ochiai M, Amano H,
Kasahara M, Sakamoto T. Three cases of
solid and cystic tumor of the pancreas.
Analysis comparing the histopathological
findings and. DNA histograms J Pancreatol
1991;10: 269-278.
49. Gonzalez-Campora R, Rios Martin H, Villar
Rodriguez JL, Otal Salaverri C, Hevia
Vazquez A, Valladolid JM, et al. Papillary
cystic neoplasm of the pancreas with liver
metastasis coexisting with thyroid papillary
carcinoma. Arch Pathol Lambed 1995; 119:
268-273.
50. Matsunou H, Konishi F. Papillary-cystic
neoplasm of the pancreas. A clinic pathologic
study concerning the tumor aging and
malignancy of nine cases, Cancer 1990;
65:283-291.
51. Rebhandl W, Felberbauer FX, Puig S, Paya K,
HochschomerS, Barlan M, et al. Solidpseudopapillary tumor of the pancreas (Frantz
tumor) in children: Report of four cases and
review of the literature. J surg Oncol 2001;
76: 289-296.

IJCP, Vol 1, No.1, Jan 2008

51

52. Strauss JF, Hirsch VI, Rubey CN, Pollock M.
Resection of a solid and papillary epithelial
neoplasm of the pancreas following treatment
with cisplatin and 5-fluorouraeil: A
casereport. Med pediatr oncol 1993; 21: 3657.
53. Fried P, Cooper J, Balthazar E, Fazzini E,
Newall JA. role for radiotherapy in the
treatment of solid and papillary neoplasms of
the pancreas. Cancer 1985;56: 2783-5.
54. Bombi JA, Milla A, Badal JM, Piulachs J,
Estape J, Cardesa A. Papillary-cystic
neoplasm of the pancreas. Report of two cases
and review of the literature. Cancer
1984.54(4):780-4.

52

IJCP, Vol 1, No.1, Jan 2008

Ä
1

Vascular and trauma surgery departhment, Shohada-eTajrish hospital. Shahid Beheshti University of medical
sciences and healt services, Tehran, Iran.

Corresponding author: Dr. Mohammad Mozaffar
Address: Shohada-E-Tajrish general hospital, vascular
and trauma surgery ward
Tel: 2271800-12
Email: mohamad_mozafar @yahoo.com

