HIBIERIE S0 2024 4FEE 29 A5 1 1)

RIS E NI IR E R MR R IR IS B R

¥, EHMK, % I}
(EBXEXFEEREMEREERFER, EiF 200025)

EE] IR N FLRR B8 (intraductal papillary mucinous neoplasm, IPMN ) J2: g i 45 i 22 1)
FEHTR AL . IPMNI2YT PSR By 5 T Y655 X5 IPMN AH OGO 37 B TR Z B . AR SCIHI 28 IPMIN 20K A5 fHOWLR 2
I3 F ki B S FNS W DU 5 TR AT RGERY SCHREE IR o ASZRIR RN IR T IPMN RARZE R 4328 (81200 2 5 504k
MEFRY TPMN Y32 1 9 4 A A xR 21 21 22 20 IPMIN 43 F00F 5 1) b Je DA R s L A S8 2 55 . iz i 5
TPMIN B 14 5 o P RS PP R e, Sy T A 5 B I R 2 D 1 o 35 B 2Ty 58 24 i

SRR IR N FLOIR BRI s SRS RIS, RS

RESES:R7359  XEAREM:C  XEZHS:1007-9610(2024)01-0067-07

DOI:10.16139/j.1007-9610.2024.01.11

Progress in pathological diagnosis of intraductal papillary mucinous neoplasm of the pancreas

WANG Ting, WANG Chaofu, YUAN Fei

Department of Pathology, Ruijin Hospital, Shanghai Jiao Tong University School of Medicine, Shanghai 200025, China
[Abstract]

pancreatic ductal adenocarcinoma. Clinical decisions in the diagnosis and treatment of IPMN are foremost based on a

Intraductal papillary mucinous neoplasm (IPMN) of the pancreas is an important precancerous lesion to

profound understanding of the related pathology of IPMN. Systematic literature reviews were conducted around four aspects
of macroscopic examination, microscopic examination, molecular detection and differential diagnosis of IPMN. This review
provided updated perspectives on gross types, histological grades and differentiation subtypes, the composition pattern and
histological classification of IPMN with invasive carcinoma, the molecular research of IPMN and important differential
diagnosis. This analysis confirms the heterogeneity and heterochronous in IPMN, laying the foundation for finding new
method to help clinicians developing appropriate diagnosis and treatment plans.
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Fig 3 Pathological morphology of three differentiations of IPMN (HE staining, x200)
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Fig4 Pathological morphology of IPMN with invasive carcinoma (HE staining, x100)
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Tab 2 Histological and immunohistochemical characteristics of 5 types of pancreatic tumors
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Fig 5 Pathological morphology of PanIN (HE staining, x
200)
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