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PB neoplasms and mimics.

Solid lesions:
-_Pacreatic duct adenocarcinoma (PDAC)
- Neuroendocrine NEOPLASMS (Pan-NENS)
Solid pseudopapillary neoplasm (SPN)
Acinar cell carcinoma (ACC)
Cholangio carcinomas (CC)
Mixed tumours
Pancreatoblastoma
Metastatic tumours
Rare lesions such as paraganglioma and mesenchymal tumours.
(Non neoplastic lesions: autoimmune pancreatitis and chronic pancreatitis)
Cystic lesions:

- Intraductal papillary neoplasms (IPMNs), Intraductal oncocytic papillary neoplasm, Intraductal
tubulopapillary neoplasm,Intraductal papillary neoplasm of the bile duct (IPNBs), Mucinous cystic
neoplasms (MCN)

- Serous cyst adenomas (SCA), acinar cystadenomas (ACA) and their malignant counterparts
- Other: Solid tumours that associated with cystic degeneration.
- Non neoplastic cysts: pseudocysts, retention cysts




DI fferent éeé.

A Prognosis
A Management
Overall diagnosis for all solid lesions
- Pre-treatment
- Accurate subtyping after resection

A Resection:
- not for all PDACS T most preop- treatment!!
- but for most NENs and SPNs

A Solid masses are not ALWAYS (IgG4 sclerosing disease, grove
pancreatitis)

- acceptable benign diagnoses after resection: depends



Pan-Neuroendocrine neoplasms (NENSs)

Neuro endocrine markers:
A Synpathophysin, Chromogranin and CD56: ++

A Cytokeratin: +
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Table 2. Percentage of well-differenfated gastrosnteropanoneatic neuncendoorine neoplaomes §GEP MBMNS) showing esopnes-
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Cystic Pancreatic neuroendocrine neoplasm (Pan-NET)




WHO Endocrine tumours 1 2017

Table 6.01 2017 WHO classification and grading of pancreatic neuroendocrine neoplasms (PanNENS)

Classification/grade Ki-67 proliferation index? Mitotic index?

Well-differentiated PanNENSs: pancreatic neuroendocrine tumours (PanNETs)

G1 PanNET < 3% <2
G2 PanNET 3-20% 2-20
G3 PanNET > 20% >20
Poorly differentiated PanNENs: pancreatic neuroendocrine carcinomas (PanNECs)
PanNEC (G3) >20% >20

Small cell type
Large cell type
Mixed neuroendocrine-non-neuroendocrine neoplasm



Pan-NENSs: Ki 67 (MIB1 ab) T grading
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Concordance of Grading of Pancreatic Neuroendocrine Tumors Using Ki-67 on Cytology with Histologic Grade. Cecilia Reyes et al.
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Reliability of Ki-67 Determination in FNA Samples for Grading Pancreatic Neuroendocrine Tumors. Diaz et al



