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Solid pseudopapillary tumor (SPT) of the pancreas is a 
rare neoplasm first reported by Frantz in 1959 [1]. It was 
formally named as SPT by WHO in 1996. SPT is a slow-
growing and low-grade malignant tumor with a strong 
female predominance [2, 3]. Although it is a malignant 
tumor, the prognosis of SPT is favorable. Several studies 
have reported a 5-year survival rate of > 95% after tumor 
resection [4, 5].

Parenchyma-sparing resections of SPT located in the 
neck and body of the pancreas are safe and feasible [6, 7]. 
However, there is a paucity of data in the literature on the 
results of laparoscopic parenchyma-sparing resections 
of SPT located in the pancreatic head. In the present 
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Abstract
Background  Solid pseudopapillary tumor (SPT) of the pancreas is a rare low-grade malignant tumor. Here, we aimed 
to determine the safety and feasibility of laparoscopic parenchyma-sparing pancreatectomy for SPT located in the 
pancreatic head.

Methods  From July 2014 to February 2022, 62 patients with SPT located in the pancreatic head were 
operated laparoscopically in two institutions. These patients were divided into two groups according to the 
operative strategy: laparoscopic parenchyma-sparing pancreatectomy (27 patients, group 1) and laparoscopic 
pancreaticoduodenectomy (35 patients, group 2). The clinical data were retrospectively collected and analyzed in 
terms of demographic characteristics, perioperative variables, and long-term follow-up outcomes.

Results  The demographic characteristics of the patients in the two groups were comparable. Compared to the 
patients in group 2, those in group 1 required less operative time (263.4 ± 37.2 min vs. 332.7 ± 55.6 min, p < 0.001) and 
experienced less blood loss (105.1 ± 36.5mL vs. 188.3 ± 150.7 mL, p < 0.001). None of the patients in group 1 had tumor 
recurrence or metastasis. However, 1 (2.5%) patient in group 2 showed liver metastasis.

Conclusion  Laparoscopic parenchyma-sparing pancreatectomy is a safe and feasible approach for SPT located in the 
pancreatic head, with favorable long-term functional and oncological results.
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study, we included the largest number of laparoscopic 
parenchyma-sparing resections of SPT located in the 
pancreatic head. We aimed to determine the safety and 
feasibility of laparoscopic parenchyma-sparing resections 
of SPT by comparing this surgical approach with laparo-
scopic pancreaticoduodenectomy (LPD).

Materials and methods
From July 2014 to February 2022, 62 patients with SPT 
located in the pancreatic head were operated laparo-
scopically in two institutions. Among them, 27 patients 
(group 1) underwent parenchyma-sparing pancreatec-
tomy (including 21 patients with laparoscopic duode-
num-preserving pancreatic head resection [LDPPHR] 
and 6 patients with enucleation), and 35 patients (group 
2) underwent LPD. Before surgery, we fully inform each 
patient about the advantages and possible complica-
tions of two different surgical options. The final deci-
sion on the choice of surgical procedure is made jointly 
by the patient, their family members, and the surgeon. 
The clinical data were retrospectively collected by chart 
review and analyzed according to demographic char-
acteristics (including age and sex), perioperative details 
(clinical symptoms, tumor size, tumor location, operative 
strategies, operative time, estimated blood loss, postop-
erative hospital stay, and complications), and follow-up 
outcomes (overall survival, tumor-free survival, and pan-
creatic endocrine/exocrine deficiency). The patients 
were followed up through interviews in the outpatient 
department and/or telephonic interviews. This study was 
approved by the Ethics Committee of the West China 
Hospital of Sichuan University (Approval No.: WCH 
2018–97).

Operative procedures
All patients received general anesthesia. The patients 
were placed in the supine position with their legs sepa-
rated. Generally, five trocars were used. The observation 
trocar was located at the inferior umbilicus. Four tro-
cars were placed symmetrically at the midclavicular line 

and the anterior axillary line. The surgery began with a 
careful examination of the entire abdominal cavity. For 
SPT located in the parenchyma of the pancreas, intra-
operative ultrasonography was performed to identify the 
location and distance between the tumor and the main 
pancreatic duct. Enucleation was indicated for tumors 
located distant from the main pancreatic duct and the 
common bile duct (> 2  mm). Technically, enucleation 
involves tumor excision at the outer edge of the tumoral 
pseudocapsule to ensure complete resection (Fig.  1). 
Hemostasis was achieved by bipolar cautery or sutur-
ing. For tumors located very close to the main pancreatic 
duct and/or common bile duct that cannot be treated 
with enucleation, DPPHR was indicated. Briefly, the ante-
rior inferior pancreaticoduodenal vessels, posterior infe-
rior pancreaticoduodenal vessels, and posterior superior 
pancreaticoduodenal artery and its branches to the com-
mon bile duct were preserved. Almost all the pancreatic 
parenchyma in the pancreatic head was removed. Only 
a small part of the pancreatic parenchyma behind the 
common bile duct was preserved (Fig.  2). A Roux-en-Y, 
duct-to-mucosa pancreaticojejunostomy was performed. 
Drainage was routinely placed around the pancreatic 
anastomosis. Intraoperative frozen section examination 
of the resected sample was routinely performed to iden-
tify the tumor nature and confirm the negative resection 
margin. If the tumor was diagnosed as other pancreatic 
malignant tumors, the operative procedure was changed 
to LPD without any delay.

For LPD, the placement of trocars was the same as 
that described above. The pylorus-preserving PD with 
standard lymphadenectomy was adopted. The details of 
duct-to-mucosa pancreaticojejunostomy are described 
previously [8]. End-to-side hepaticojejunostomy was 
performed using 4–0/5–0 absorbable sutures. An 
end-to-side gastrojejunostomy/duodenojejunostomy 

Fig. 2  Laparoscopic duodenum-preserving pancreatic head resection for 
SPT. D: Duodenum; CBD: Common bile duct; PN: Pancreatic neck; SMV: 
Superior mesenteric vein. AIPDA: Anterior inferior pancreaticoduodenal 
artery; PIPDA: Posterior inferior pancreaticoduodenal artery

 

Fig. 1  Laparoscopic enucleation for SPT. T: Tumor; PH: Pancreatic head; 
PN: Pancreatic neck; SMV: Superior mesenteric vein
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was performed approximately 45  cm from the site of 
hepaticojejunostomy.

Definitions
The 2016 update of the International Study Group [9] was 
followed to define the pancreatic fistula. Overall mor-
bidity was defined as any complications associated with 
the operation within 90 days of surgery. Mortality was 
defined as death that was directly or indirectly associated 
with the operation within 90 days of surgery. The length 
of hospital stay was calculated from the day of surgery to 
the previous day of discharge.

Statistical analysis
Statistical analyses were performed using SPSS 22.0 for 
Windows. Numerical data are expressed as mean ± stan-
dard deviation. Differences between variables were com-
pared using the nonparametric Mann-Whitney U test, 
Student’s t-test, chi-square test, or Fisher’s exact test. 
A p-value of < 0.05 was considered to be statistically 
significant.

Results
Table  1 shows the demographic characteristics of the 
patients included in this study. A total of 62 patients with 
SPT were enrolled, including 57 female patients (91.9%) 
and 5 male patients. The mean age of these patients 
was 34.7 ± 12.8 years. Thirty-eight patients (61.3%) were 
symptomatic, including 25 patients with abdominal pain 
and 13 patients with abdominal discomfort. Twenty-four 

patients (38.7%) were asymptomatic, and their pancreatic 
lesions were detected during routine examination using 
ultrasonography (US) or computed tomography (CT). 
No significant difference in age or sex proportion was 
observed between the two groups.

Table  2 shows the operative details of the patients. 
Compared to group 1 patients, group 2 patients 
required more operative time (263.4 ± 39.2  min vs. 
332.7 ± 58.3 min, p < 0.001) and experienced higher blood 
loss (105.1 ± 36. mL vs. 388.3 ± 150.7 mL, p < 0.001). 
None of the patients in group 1 required blood transfu-
sion, whereas 2 patients (5.7%) in group 2 required blood 
transfusion. One patient (2.9%) in group 2 required con-
version of the laparoscopic approach to open surgery 
because of the involvement of the superior mesenteric 
vein. Group 2 patients had a larger tumor size than group 
1 patients (4.6 ± 1.7 cm vs. 6.3 ± 2.7 cm, p = 0.09); however, 
the difference was not statistically significant.

Table  3 shows the postoperative details. The mean 
postoperative hospital stay of group 1 patients was 
shorter than that of group 2 patients (9.1 ± 2.5 days vs. 
15.1 ± 3.3 days, p = 0.025). The patients in both groups 
showed comparable time to oral intake (1.5 ± 0.7 days vs. 
2.1 ± 0.8 days, p = 0.327). Ten patients (37.0%) in group 1 
had postoperative complications, including 8 patients 
(29.6%) with clinically relevant pancreatic fistula (Grade 
B: 8 patients; Grade C: 0 patients), 1 patient with abdomi-
nal abscess, and 1 patient with abdominal bleeding. All 
complications, except one, were cured by conservative 
therapy. One patient with massive abdominal bleeding 
from the dorsal pancreatic artery on postoperative day 1 
required re-operation. Twelve patients (34.3%) in group 
2 had surgical complications, including 7 patients (20%) 

Table 1  The demographic characteristics and clinical symptoms
Variables Group 1 Group 2 P 

value
No. of patients 27 35 -

Age (years) 33.6 ± 10.3 36.3 ± 13.7 0.37

Sex (F/M) 25/2 32/3 1.0

Clinical symptoms (n, %) < 0.001

Abdominal pain 7 (25.9%) 18 (51.4%)

Abdominal discomfort 7 (25.9%) 6 (17.1%)

Without any symptoms 13 (48.2%) 11 (31.5%)
Data are means with standard deviations in brackets or numbers with 
percentages in parentheses; F: female; M: male; NS: not significant

Table 2  The operative outcomes
Variables Group 1 Group 2 P value
Operative time (min) 263.4 ± 37.2 332.7 ± 55.6 < 0.001

Estimated blood loss (ml) 105.1 ± 36.5 388.3 ± 150.7 < 0.001

Pancreatic texture 1.0

soft 26 33

hard 1 2

Diameter of MPD (mm) 2.3 ± 0.3 2.7 ± 0.4 0.76

Conversion (n, %) 0 1, 2.9% 1.0

Tumor size (cm) 4.6 ± 1.7 6.3 ± 2.7 0.09
MPD: Main pancreatic duct

Table 3  The post-operative details and follow-up outcomes
Variables Group 1 Group 2 P value
Post-hospital stay (days) 9.1 ± 2.5 15.1 ± 3.3 0.025

Time to oral intake (days) 1.5 ± 0.7 2.1 ± 0.8 NS

Overall Complications (n, %) 11, 40.7% 12, 34.3% 0.60

Pancreatic fistula 0.73

Grade B 8 (29.6%) 7 (20%)

Grade C 0 0 -

Abdominal abscess 1 (3.7%) 2 (5.7%) 1.0

Re-operation 1 (3.7%) 0 1.0

Abdominal bleeding 1 (3.7%) 0 1.0

DGE 0 2 (5.7%) 1.0

Bile leakage 0 1 (2.9%) 1.0

Tumor recurrence 1.0

Local recurrence 0 0

Metastasis 0 1 (2.9%)

Pancreatic function deficiency

Exocrine 0 2 (5.7%) 1.0

Endocrine 0 1 (2.9%) 1.0
DGE: Delayed gastric emptying
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with pancreatic fistula (Grade B: 7 patients), 2 patients 
(5.7%) with delayed gastric emptying, 2 patients with 
abdominal abscess, and 1 patient with bile leakage. All 
the complications were cured by conservative therapy or 
US-guided percutaneous drainage. The overall compli-
cations of the patients in both groups were comparable. 
Pancreatic fistula occurred more in group 1 patients than 
in group 2 patients; however, the difference was not sta-
tistically significant (p = 0.38). There was no 90-day mor-
tality in our series of patients.

All patients underwent US or CT every 6 months to 1 
year after surgery. Follow-up data were collected by tele-
phonic interviews or interviews in the outpatient depart-
ment. The mean follow-up period was 46 months (range: 
6–96 months). None of the patients in group 1 showed 
tumor recurrence or metastasis. The overall survival rate 
and tumor-free survival rate of group 1 patients were 
100%. However, one patient (0.9%) in group 2 had liver 
metastasis and required radiofrequency ablation. Dur-
ing the follow-up period, none of the patients in group 
1 developed endocrine or exocrine deficiency, whereas 
2 patients (5.7%) and 1 patient (2.9%) in group 2 devel-
oped endocrine deficiency and exocrine deficiency, 
respectively.

Discussion
SPT is a rare pancreatic entity that constitutes 1–3% of 
all pancreatic neoplasms [10]. It predominantly affects 
young female patients in their third or fourth decade 
of life [3, 11]. Thus far, < 10% of patients with SPT were 
males in the reported literature [12]. Although SPT is 
defined as a low-grade malignant pancreatic tumor, it has 
an excellent prognosis after curative resection.

Differing from its specific epidemiological character-
istics, the clinical presentations of SPT are nonspecific. 
Abdominal pain or discomfort is the most common 
symptom, followed by gradual enlargement of the tumor 
mass and compression signs induced by the tumor mass. 
For tumors larger than 3  cm, the CT image of SPT is 
more specific, showing a well-circumscribed cystic and 
solid mass with heterogeneous enhancement, calcifi-
cation of the mass, and no dilation of the main pancre-
atic duct or parenchymal atrophy. However, for tumors 
smaller than 3 cm, SPT may present as a solid mass. In 
the present study, most patients showed normal serum 
levels of carbohydrate antigen 19–9 and carcinoem-
bryonic antigen. Only one patient in our series showed 
a slightly elevated level of carbohydrate antigen 19–9. 
Percutaneous or endoscopic fine needle aspiration may 
establish an accurate preoperative diagnosis [13]; how-
ever, this procedure may cause tumor dissemination and 
pancreatic inflammation [14]. Moreover, the efficacy of 
fine needle aspiration was also a debatable issue, and only 
11 of the 24 (46%) patients who underwent fine needle 

aspiration were correctly diagnosed in Kim’s study [15]. 
Overall, the potential diagnosis of SPT may be estab-
lished on the basis of its specific epidemiological charac-
teristics and typical radiological presentations. However, 
a definite diagnosis should be established based on the 
results of pathological examination and immunohisto-
chemical assays.

To date, the optimal treatment of SPT is complete 
resection [16]. Despite increased recognition of the char-
acteristics of this tumor, the optimal operative strategy 
remains controversial. Typical pancreatectomy (PD, dis-
tal pancreatectomy) can be performed for treating SPT, 
resulting in a favorable oncological result. However, typi-
cal pancreatectomy is associated with the resection of a 
large portion of the normal pancreatic parenchyma, and 
this may result in exocrine and/or endocrine deficiency 
[17]. Furthermore, SPT mainly affects young patients 
with long life expectancy. Typical pancreatectomy is, 
however, associated with more detrimental effects.

Enucleation of the pancreatic tumor was first reported 
by Ernesto Tricomi in 1898. This procedure can maintain 
the normal anatomy of the upper digestive system and 
decrease the risk of postoperative exocrine and endocrine 
insufficiency [18]. It is widely applied to treat benign pan-
creatic tumors such as neuroendocrine tumors and cystic 
neoplasms [18–21]. However, laparoscopic enucleation 
for SPT has rarely been reported in the literature. To 
date, few retrospective studies with a small sample size 
have been conducted [22–24]. Consistent with previous 
studies, no patient who underwent enucleation in our 
series showed tumor recurrence and postoperative exo-
crine and endocrine insufficiency.

Enucleation is, however, not technically possible for all 
benign or borderline pancreatic tumors located in the 
pancreatic head [18]. If the distance between tumors and 
the main pancreatic duct is smaller than 2 mm, enucle-
ation should be avoided [19]. DPPHR was first described 
by Beger in the 1980s [25]. Compared to PD, DPPHR can 
maintain the integrity of the duodenum and biliary tract, 
which is beneficial to the preservation of the endocrine 
and exocrine functions of the pancreas and helps pre-
vent choledochojejunostomy-related complications [26]. 
It can also provide comparable long-term oncologic out-
comes [27, 28].

Regarding the oncological results, none of the patients 
who underwent parenchyma-sparing pancreatectomy 
showed tumor recurrence, whereas one patient who 
underwent LPD developed liver metastasis. This result, 
however, does not imply that parenchyma-sparing pan-
createctomy is associated with better oncological results. 
This difference may be caused by the fact that patients 
who underwent LPD had larger tumors, pancreatic 
parenchymal infiltration, and perineural or vascular 
infiltration.
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The overall complications of patients who underwent 
laparoscopic parenchyma-sparing resection were higher 
than those in patients who underwent LPD, especially 
with regard to pancreatic fistula. The pancreatic fistula 
was more frequent in patients who underwent LDPPHR; 
this is mainly because LDPPHR is associated with exci-
sion of the pancreatic surface and anastomosis. Further-
more, the texture of the pancreas is soft, and the main 
pancreatic duct is not dilated, which are the risk factors 
of postoperative pancreatic fistula.

On the basis of our experience and previous study 
reports, several aspects are critical while performing 
parenchyma-sparing pancreatectomy for patients with 
SPT located in the pancreatic head. The lesion is con-
sidered to be SPT based on the preoperative evaluation. 
Tumors with suspected vascular involvement and peri-
pancreatic organ involvement should be ruled out. For 
patients who are scheduled to undergo enucleation, the 
tumor must be at least 2 mm away from the main pan-
creatic duct based on preoperative radiological findings 
or intraoperative US examination; otherwise, LDPPHR 
is indicated. To ensure complete resection, enucleation 
should be performed through excision at the outer edge 
of the tumoral pseudocapsule. Intraoperative frozen sec-
tion examination of the resected lesion and resection 
margins must be performed to identify the tumor nature 
and ensure that margins are tumor-free. If the frozen sec-
tion examination reveals that the lesion belongs to other 
malignant tumors, conversion to a typical pancreatec-
tomy is required without any delay.

There were several limitations associated with pres-
ent study. It is a retrospective study with small sample 
size. We found that the parenchyma-sparing resections 
showed the advantage of lower exocrine and/or endo-
crine deficiency. However, these advantage was not 
statistically significant due to limited sample size. A pro-
spective, randomized controlled trial (RCT) comparing 
parenchyma-sparing resections versus PD can provide 
valid pieces of evidence.

Conclusions
SPT is a rare low-grade malignant tumor with a favorable 
prognosis. Although it is associated with higher over-
all complications, parenchyma-sparing pancreatectomy 
is safe and feasible for treating pancreatic SPT in well-
selected patients, with favorable long-term functional 
and oncological results. More prospective multicenter 
studies with a larger sample size are required to establish 
a definite conclusion.

Abbreviations
SPT	� Solid pseudopapillary tumor
US	� Ultrasonography
CT	� Computed tomography
DPPHR	� Duodenum-preserving pancreatic head resection

PD	� Pancreaticoduodenectomy
LPD	� Laparoscopic pancreaticoduodenectomy
LDPPHR	� Laparoscopic duodenum-preserving pancreatic head resection

Acknowledgements
None.

Authors’ contributions
ZD Zou, Lu Feng, Bing Peng, JH Liu, and YQ Cai designed of the work; ZD Zou, 
Lu Feng and Bing Peng collected and analyzed the data for the work; ZD Zou 
and Lu Feng drafted the manuscript; Bing Peng, JH Liu and YQ Cai revised 
the manuscript. All authors published and agreed to be accountable for all 
aspects of the work. All authors approved the final manuscript.

Funding
This study was funded by the Research and Development Projects of Sichuan.
Provincial Department of Science and Technology (2021YFS0110).

Data Availability
All data generated or analyzed during this study are included in this published.
article.

Declarations

Ethics approval and consent to participate
The present study was a retrospective study, and all subjects provided written 
informed consent. The investigation project was examined and certified by 
the Ethics Committee of the West China Hospital, Sichuan University. The 
study was performed in accordance with the Declaration of Helsinki.

Consent for publication
Not Applicable.

Competing interests
Dr. Zhengdong Zou, Lu Feng, Bing Peng, Jianhua Liu, and Yunqiang Cai have 
no conflicts of interest or financial ties to disclose.

Received: 16 November 2022 / Accepted: 6 May 2023

References
1.	 Frantz V. Tumors of the Pancreas. Atlas of Tumor Pathology,Section vii, Fas-

cicles 27 and 28. Washington, DC: Armed Forces Institute of Pathology; 1959. 
pp. 32–3.

2.	 Peng CH, Chen DF, Zhou GW, et al. The solid-pseudopapillary tumor of 
pancreas: the clinical characteristics and surgical treatment. J Surg Res. 
2006;131:276–82.

3.	 Cai Y, Ran X, Xie S, et al. Surgical management and long-term follow-up of 
solid pseudopapillary tumor of pancreas: a large series from a single institu-
tion. J Gastrointest Surg. 2014;18:935–40.

4.	 Reddy S, Cameron JL, Scudiere J, et al. Surgical management of solid-
pseudopapillary neoplasms of the pancreas (Franz or Hamoudi tumors): a 
large single-institutional series. J Am Coll Surg. 2009;208:950–7. discussion 
957–959.

5.	 Record Owner NLM. Solid pseudopapillary neoplasms of the pancreas: a 
multi-institutional study of 21 patients.

6.	 Zhang RC, Yan JF, Xu XW, et al. Laparoscopic vs open distal pancreatectomy 
for solid pseudopapillary tumor of the pancreas. World J Gastroenterol. 
2013;19:6272–7.

7.	 Hong D, Liu Y, Peng S, et al. Binding pancreaticogastrostomy in laparoscopic 
central pancreatectomy: a novel technique in laparoscopic pancreatic 
surgery. Surg Endosc. 2016;30:715–20.

8.	 Cai Y, Luo H, Li Y, et al. A novel technique of pancreaticojejunostomy for 
laparoscopic pancreaticoduodenectomy. Surg Endosc. 2019;33:1572–7.

9.	 Bassi C, Marchegiani G, Dervenis C, et al. The 2016 update of the International 
Study Group (ISGPS) definition and grading of postoperative pancreatic 
fistula: 11 years after. Surgery. 2017;161:584–91.



Page 6 of 6Zou et al. BMC Surgery          (2023) 23:140 

10.	 Machado MC, Machado MA, Bacchella T, et al. Solid pseudopapillary neo-
plasm of the pancreas: distinct patterns of onset, diagnosis, and prognosis for 
male versus female patients. Surgery. 2008;143:29–34.

11.	 Choi JY, Kim MJ, Kim JH, et al. Solid pseudopapillary tumor of the 
pancreas: typical and atypical manifestations. AJR Am J Roentgenol. 
2006;187:W178–186.

12.	 Sperti C, Berselli M, Pasquali C, et al. Aggressive behaviour of solid-pseudo-
papillary tumor of the pancreas in adults: a case report and review of the 
literature. World J Gastroenterol. 2008;14:960–5.

13.	 Song JS, Yoo CW, Kwon Y, et al. Endoscopic ultrasound-guided fine needle 
aspiration cytology diagnosis of solid pseudopapillary neoplasm: three case 
reports with review of literature. Korean J Pathol. 2012;46:399–406.

14.	 Fais PO, Carricaburu E, Sarnacki S, et al. Is laparoscopic management suit-
able for solid pseudo-papillary tumors of the pancreas? Pediatr Surg Int. 
2009;25:617–21.

15.	 Kim CW, Han DJ, Kim J, et al. Solid pseudopapillary tumor of the pancreas: 
can malignancy be predicted? Surgery. 2011;149:625–34.

16.	 Ji S, Xu J, Zhang B, et al. Management of a malignant case of solid pseudo-
papillary tumor of pancreas: a case report and literature review. Pancreas. 
2012;41:1336–40.

17.	 Falconi M, Mantovani W, Crippa S, et al. Pancreatic insufficiency after different 
resections for benign tumours. Br J Surg. 2008;95:85–91.

18.	 Crippa S, Boninsegna L, Partelli S, et al. Parenchyma-sparing resections for 
pancreatic neoplasms. J Hepato-Biliary-Pancreat Sci. 2010;17:782–7.

19.	 Crippa S, Bassi C, Salvia R, et al. Enucleation of pancreatic neoplasms. Br J 
Surg. 2007;94:1254–9.

20.	 Park BJ, Alexander HR, Libutti SK, et al. Operative management of islet-cell 
tumors arising in the head of the pancreas. Surgery. 1998;124:1056–61. 
discussion 1061–1052.

21.	 Kiely JM, Nakeeb A, Komorowski RA, et al. Cystic pancreatic neoplasms: 
enucleate or resect? J Gastrointest Surg. 2003;7:890–7.

22.	 Eric D, Milosavljevic V, Gonzalez-Urquijo M, et al. Laparoscopic enucleation of 
Frantz’s tumor of the pancreas: case report and literature review. Ann Med 
Surg (Lond). 2021;64:102221.

23.	 Xu J, Li F, Zhan H, et al. Laparoscopic enucleation of pancreatic tumours: a 
single-institution experience of 66 cases. ANZ J Surg. 2021;91:106–10.

24.	 Afridi SA, Kazaryan AM, Marangos IP, et al. Laparoscopic surgery for solid 
pseudopapillary tumor of the pancreas. JSLS. 2014;18:236–42.

25.	 Beger HG, Krautzberger W, Bittner R, et al. Duodenum-preserving resection 
of the head of the pancreas in patients with severe chronic pancreatitis. 
Surgery. 1985;97:467–73.

26.	 Beger HG, Buchler M, Bittner R, et al. Duodenum-preserving resection of 
the head of the pancreas–an alternative to Whipple’s procedure in chronic 
pancreatitis. Hepatogastroenterology. 1990;37:283–9.

27.	 Horiguchi A, Miyakawa S, Ishihara S, et al. Surgical design and outcome of 
duodenum-preserving pancreatic head resection for benign or low-grade 
malignant tumors. J Hepatobiliary Pancreat Sci. 2010;17:792–7.

28.	 Lee SE, Jang JY, Hwang DW, et al. Clinical efficacy of organ-preserving pancre-
atectomy for Benign or Low-Grade Malignant potential lesion. J Korean Med 
Sci. 2010;25:97–103.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 


	﻿Laparoscopic parenchyma-sparing resections for solid pseudopapillary tumors located in the head of pancreas
	﻿Abstract
	﻿Materials and methods
	﻿Operative procedures
	﻿Definitions
	﻿Statistical analysis

	﻿Results
	﻿Discussion
	﻿Conclusions
	﻿References


