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Fig. 1 Abdominal computed tomography showed
a 42x39 mm mass in the body of the pancreas.
(A : early phase, B : delayed phase)
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Fig. 2 A : Tl-weighted MRI showed a hypointen-
sive tumor with a smooth margin at the antici-
pated site 55X40mm in size. Splenic artery and
vein were compressed by the tumor. B : Ultra-
sonography showed a hypoechoic tumor in the

body of the pancreas.
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Fig. 3 A:MRCP revealed obstruction of the main pancreatic duct with dila-
tation of the tail duct (arrows). B : ERP revealed irregular narrowing and
tapered occlusion of the main pancreatic duct(arrows). Cytology could not

confirm the existence of cancer cells.

Fig. 4 Angiography showed no tumor staining, but the splenic artery (A)
and vein (B) were encased (arrows).
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Fig. 5 The resected specimen
showed elastic hard tumor at the
body of the pancreas with a
white and solid cut surface (A,
B). The main pancreatic duct
was destroyed by the progres-
sion of the tumor and could not
be detected (arrow), and the tu-
mor is with severe adhesion to
the splenic artery and vein (ar-
row heads) (B).
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Fig. 6 Histopathological findings : (A) HE staining (x200). Histological
examination confirmed poorly differentiated endocrine carcinoma. The
main pancreatic duct is not detected due to invasion by the tumor. (B)
The tumor cells infiltrating the branch of the pancreatic duct (x200). The
immunochemical stainings were positive for (C) CD56 stainning (% 200),

(D) synaptophysin staining (% 200).

Table 1 A summary of pancreatic endocrine carcinoma that invaded to the main pancreatic duct

Author/Year | Age/Sex | Ope Tumor Size ERP findings Pathological findings Prognosis
Kono/19999 78/M DP | 9080 30mm failed Malignant endocrine carcinoma Alive 20M
Invasion and extension to the MPD
. . 10 narrowing and Endocrine tumor
Mikami/2001 64/F ™ 34mm occlusion Invasion and extension to the MPD unknown
Motoki/200311) 30/M DP 30mm occlusion Well differentiated endocrine carcinoma unknown

Invasion and extension to the MPD

Defect in the Well differentiated endocrine carcinoma

i 12) i i

Ichimura/2003 43/M DP 14 X 10mm main %zEg:treatlc Tnvasion and extension to the MPD unknown
Defect in the

13) main pancreatic Malignant endocrine carcinoma
Satoh/2003 /M PD 30mm duct and occlu- Invasion and extension to the MPD unknown
sion
Okamura/2004% | 35/M DP 30mm occlusion Well differentiated endocrine carcinoma unknown
Invasion and extension to the MPD
irregular narrow- | Poorly differentiated endocrine carcinoma
Our case 30/M DP 34mm ing and tapered Destruction of MPD and invasion to the Alive 11M

occlusion pancreatic duct

DP: distal pancreatectomy, MPD : main pancreatic duct, TP : total pancreotomy, PD : pyrolus preserving pancreatoduodenectomy
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A Case of Pacreatic Endocrine Carcinoma That Invaded to the Main Pancreatic Duct with
Difficulty in Diagnosis to Invasive Ductal Cancer

Takashi Hiromatsu, Masatoshi Akita, Hiroshi Hasegawa,
Eiji Sakamoto, Shunichiro Komatsu, Kiyotaka Kawali,
Tomotake Tabata, Taro Aoba and Toyonori Tsuzuki*
Department of Surgery and Department of Pathology*, Nagoya Daini Red Cross Hospital

A 30-year-old man admitted for epigastralgia was found in abdominal computed tomography (CT) to have a
42 X 39mm mass in the body of the pancreas. T1-weighted MRI showed a hypointensive tumor with a smooth
margin at the anticipated site. T2-weighted MRI showed a hyperintensive tumor compressing the splenic ar-
tery and vein. Endoscopic retrograde pancreatography and magnetic resonance cholangiopancreatography
showed the main pancreatic duct to be obstructed. Angiography showed no tumor staining, but the splenic ar-
tery and vein were encased. Endoscopic ultrasonography-guided needle biopsy for a definitive diagnosis indi-
cated an endocrine tumor of the pancreas. After pancreatosplenectomy, histological examination confirmed
poorly differentiated endocrine carcinoma. Immunochemical staining results were positive for CD56, synapto-
physin, and Chromogranin-A. The pancreatic duct was infiltrated by tumor cells. The patient remains alive
without recurrence 14 months after surgery.
Key words : endocrine carcinoma, main pancreatic duct
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