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Diagnosis of Pancreatic Intraductal Papillary Mucinous Neoplasm
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Intraductal papillary mucinous neoplasm (IPMN) of the pancreas is a unique disease entity that is characterized

by predominant intraductal growth of mucinous cells, copious mucin production, and subsequent cystic dilatation

of pancreatic ducts. IPMN shows a spectrum of histologic and imaging findings and possesses as the potential for

malignant transformation arising from adenoma to invasive carcinoma. It is important to determine the type, ex-

tent of duct involvement, and presence of malignant transformation, and to assess tumor grading prior to surgical

resection. Thus, it would be helpful for physicians managing patients with IPMN of the pancreas to have a

guideline for the diagnosis and treatment of IPMN. In this review, a role of radiological evaluation for diagnosis

and preoperative assessment is described as well as presentation of the guideline for patient management.

(Korean J Gastroenterol 2008;52:207-213)
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Fig. 1. CT and MRCP images of
branch duct intraductal papillary
mucinous adenoma. (A, B) Axial
(A) and coronal (B) reformatted
images obtained with multi-de-
tector row CT clearly demonstrate
a cystic mass in the pancreatic
head. The whole length of main
pancreatic duct is clearly vi-
sualized and diffusely dilated. (C)
Two-dimensional MRCP  image
demonstrates a clustered cystic
mass in the pancreatic head com-
municated with main pancreatic
duct.

MRCP, magnetic resonance chol-
angio-pancreaticography.
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Fig. 2. Three-dimensional curved
planar reformatted CT images of
main duct intraductal papillary mu-
cinous neoplasm, borderline. (A,
B) The images show diffusely di-
lated main pancreatic duct with a
small mural nodule (arrow in A).

Fig. 3. CT and MRCP images of invasive mucinous papillary carcinoma. (A) Axial multi-detector
row CT image shows a cystic and solid mass with calcifications in the pancreatic head. The solid
portion of the mass has infiltrative border to parenchyma (arrow). (B) On MRCP image, a cystic
mass with soft-tissue filling defect (arrow) is demonstrated in the pancreatic head. Invasion of distal
CBD is obvious with focal stricture in distal CBD. Main pancreatic duct is also diffusely dilated.
MRCP, magnetic resonance cholangio-pancreaticography; CBD, common bile duct.
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Table 1. Typical Differential Features between Mucinous
Cystic Neoplasm and Branch Duct IPMN

Mucinous cystic Branch duct
neoplasm IPMN
Gender Female predominant M:F 3:2
Age 30-40 years 50-60 years
Location Pancreatic tail Pancreatic tail
>body/tail
Tumor margin Well-circumscribed Irregular

Peripheral capsule Yes No

Gross appearance  Orange-like Grape-like

Internal structure  Cysts in cyst Clustered or cyst
by cyst

Communication Rare Yes

with main duct (though not
always seen)

Main pancreatic Normal Normal or

duct minimally dilated

IPMN, intraductal papillary mucinous neoplasm.
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