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Intraductal papillary mucinous neoplasm of the
pancreas: an emerging indication for surgical
therapy

The extensive use of modern imaging modalities increasingly renders careful
differential diagnosis a need when cystic profile lesions are found in the pancreas
(1,2). And of course intraductal papillary mucinous neoplasm of the pancreas must
be carefully assessed in the differential diagnosis of such lesions. For every finding
that is cystic in nature a first step is always to tell tumors, whether benign or malignant, from non-neoplastic conditions. To consider a cystic lesion neoplastic, the
presence of an epithelial tissue band separating normal pancreatic tissue from the
cyst must be identified.
In addition to pseudocyst, non-neoplastic cystic lesions of the pancreas include
simple pancreatic cyst, a concept that remains poorly delimited. For some authors
these non-neoplastic cysts would include retention cysts as well as mucoceles.
However, other authors consider that smaller unilocular cysts with thin walls may
similarly represent papillary tumors with low-grade dysplasia rather than the more
concerning condition of intraductal papillary mucinous tumor with malignant
changes.
Among neoplastic pancreatic cysts serous cystic tumors (cystadenoma and cystadenocarcinoma), mucinous cystic tumors (cystadenoma, cystadenoma with dysplasia, and mucinous cystadenocarcinoma), and intraductal papillary mucinous tumors (adenoma, tumor with dysplasia, and intraductal papillary mucinous
carcinoma) should be considered, the latter being the subject of this editorial.
Serous cystic tumors most commonly involve the head of the pancreas and are
typically multilocular with septa in their inside. Benign unilocular cystadenomas
may on occasion exist that are preoperatively indistinguishable from unilocular mucinous cystic tumors.
Mucinous cystic tumors most commonly involve the body and tail of the pancreas, may be unilocular or multilocular, and typically affect women. They should
be formally considered a lesion with a potential to progress from benignity to malignity. Multilocular tumors are easier to diagnose since walls are usually obvious and
calcification may be present. However, unilocular lesions have a more challenging
differential diagnosis. On occasion other non-cystic lesions such as pseudopapillary
or endocrine tumors may undergo tissue necrosis resulting in a cyst, and thus should
also be included in the differential diagnosis.
Intraductal papillary mucinous tumors originate in the tissue of pancreatic ducts,
whether the main duct or any of its branches. Therefore, their diagnosis becomes
more likely when the cystic tumor can be seen to communicate with pancreatic
ducts at any level. These tumors are incidental findings in up to one third of cases.
Echoendoscopy increases diagnostic certainty in this type of neoplasm as in expert hands will allow a refined definition of lesion features and a guided puncture to
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collect fluid from the cyst, upon which both a cytological exam and tumor marker
analysis will be performed (1,3).
Both mucinous cystic tumors and intraductal papillary mucinous tumors should
be considered surgical conditions. Regarding surgery resection may be deemed curative when lesion stage is confirmed to be prior to carcinoma. The probability that
such a lesion has reached the carcinoma stage is currently estimated lower than 30%
in such cases (2).
Laparoscopic pancreatic surgery may be indicated for these lesions in expert
hands, provided they are not located at the head of the pancreas and the probability
of potential transformation to oncologic surgery beyond cyst resection is reasonably
low (4). Also in expert hands surgery risks are very low for mortality and low for
morbidity, always in the absence of oncologic surgery beyond lesion resection, also
with a low probability of sequels.
In the current issue of this journal we may find a number of case reports gathering the surgical experience of a relevant Spanish team. Cienfuegos et al. (5) provide
us with the second most extensive series in the Spanish literature, with 13 patients
operated on for intraductal papillary mucinous neoplasm. The primary objective of
this manuscript is to assess said experience in line with international consensus
meetings held in relation to this field (6-8). In this series oncological surgery predominated with no less than 4 total, 5 cephalic, 1 central and 1 distal pancreatectomies, and only two enucleations. Despite this operative mortality was nil. Three of
the patients undergoing surgery had invasive cancer, and two had in situ carcinoma
at the time of surgery. Patient follow-up oscillated from 1.5 months to 9 years, and
notably only one died during follow-up, which clearly supports the fact that indications for surgery are appropriate. Such indications, as properly discussed by the authors, must be systematically envisaged except for cases where lesions are restricted
to accessory pancreatic ducts, remain small in size, and exhibit no inner nodules.
Intraductal papillary mucinous neoplasm will become an increasingly common
diagnosis where a high yield of aspiration puncture under echoendoscopic guidance
may be expected, and where surgery should be used without hesitation, since progression in cases involving the main duct seem to slowly but inexorably evolve towards malignity. When excellent surgeons are available, as is the case with those
sharing their experience in this issue, a high cure rate may be expected with negligible mortality and fairly acceptable morbidity.
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