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Background

Solid pseudopapillary neoplasms (SPNs) of the pancreas are indolent rare tumors with malignant potential. The risk factors associated with the malignant behavior of SPNs are still unclear.





Methods

A retrospective analysis of patients with SPNs who underwent surgical treatment in the First Hospital of Jilin University from January 2010 to January 2022 was conducted. The clinical baseline data, pathology, imaging, and laboratory indicators of the patients were analyzed by univariate and multivariate logistic regression to identify the independent risk factors associated with the high-risk groups, and a predictive model was established in the form of a nomogram.





Results

In multivariate analysis, clinical symptoms (P < 0.001), unclear tumor margins (P = 0.001), incomplete tumor capsules (P = 0.005), maximum tumor diameters ≥ 7.2 cm (P = 0.003), and prognostic nutritional index values < 47.45 (P = 0.007) were independent risk factor for SPNs with high-risk groups. A nomogram model was successfully established to predict high-risk groups of SPNs. The area under the receiver operating characteristic curve was 0.856. The calibration prediction curve was in good agreement with the standard curve.





Conclusion

The nomogram model based on clinical symptoms, inflammatory markers, and imaging features had a high application value in the preoperative prediction of the high-risk groups of SPNs. A novel nomogram of the affiliated hospital of Jilin University-SPNs risk model was proposed for routine application to guide the patient counseling in clinical practice.
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Introduction

Solid pseudopapillary neoplasms (SPNs) of the pancreas were first described by Frantz in 1959, yet nearly 100 years later, the question of whether these tumors are benign or malignant remains unanswered (1). Selective surgical resection and monitoring are forms of intervention used to prevent malignant behavior and most patients with SPNs have a good prognosis (2, 3). SPNs are a type of pancreatic cystic tumor, and European guidelines for the treatment of cystic pancreatic tumors recommend standard resection (4). Therefore, radical resections such as pancreaticoduodenectomy and distal pancreatectomy with/without splenectomy are usually preferred during the past decade (5, 6). However, the applicability of standard resection to SPNs therapy remains unclear, as most SPNs do not have malignant behavior and these lesions may be overtreated to result in a high rate of morbidity and long-term endocrine/exocrine dysfunction due to wide resection of the pancreatic parenchyma (5, 7). With increasing knowledge about the diagnosis and differential diagnosis of patients with SPNs lesions, the popular approach has shifted from open to laparoscopic surgery, from standard pancreatic resection to minimal tissue-sparing resections (such as enucleation) (8, 9). However, given the malignant potential of these tumors, enucleation does not ensure oncological safety, and it is difficult to clinically distinguish benign from malignant SPNs (10). The optimal surgical procedure for patients must be based on safety. However, the optimal surgical procedure for SPNs are controversial. Thus, determining the appropriate extent of resection has been a challenge for surgeons (1). Predicting which groups have or are likely to have malignant behavior in the future is of interest because malignant behavior is associated with a high risk of SPNs recurrence and poor prognosis (11), and some studies suggest that more complete resection and closer follow-up should be considered (12–15). Choosing the appropriate surgical approach that will benefit patients with SPNs and which patients require close monitoring after surgery is currently challenging, as clinical decisions are often based solely on the imaging characteristics of the lesion. Imaging showing high-risk features and features of concern accordingly indicated the need for more thorough surgical intervention or follow-up (16). However, the sensitivity of these imaging features in detecting the early malignant behavior of SPNs lesions is limited and varies depending on the imaging modality analysis. Guidelines for the treatment of cystic disease of the pancreas state a requirement for the risk stratification of the malignant potential based on the presence or absence of symptoms and high-risk features on cross-sectional images. These guide clinicians to use a systematic approach to establish a diagnosis and determine individualized treatment (17), and it gave our study an idea to study SPNs in terms of clinical symptoms.

However, the largest clinical case series of SPNs currently available demonstrates that no clinicopathological factor could reliably predict clinical recurrence or metastasis after resection (10). Our scientific research centers have proven the same result. On the contrary, there are some research centers that suggest the presence of clinicopathological factors associated with the aggressiveness of SPNs (18). After further research, the results of our analysis may be attributable to the fact that the sample of recurrences and metastases was too small to obtain a positive result.

Therefore, we introduced the concept of the high-risk groups to expand the sample size of the positive group according to TNM staging. The purpose of this study was to develop and assess the value of a nomogram based on a patient’s clinical symptoms, inflammatory markers, and imaging indices in predicting the high-risk groups of a solid pseudopapillary neoplasm of the pancreas preoperatively. This information may help clinicians develop individualized treatment modalities and monitoring plans to manage patients more competently.





Methods




Definition of terms

In this study, the high-risk groups was defined as SPNs that either locally invaded adjacent structures, developed recurrence, or had systemic metastasis, either at the initial diagnosis or later. The low-risk groups was defined as the absence of these features at the last follow-up visit.

The inflammatory markers evaluated were the neutrophil-to-lymphocyte ratio (NLR), platelet-to-lymphocyte ratio (PLR), systemic immune-inflammation index (SI), lymphocyte-to-monocyte ratio (LMR), systemic inflammatory response index (SIRI), and prognostic nutritional index (PNI). LMR was calculated as lymphocyte count/monocyte count, NLR as neutrophil count/lymphocyte count, PLR as platelet count/lymphocyte count, SII as platelet count × neutrophil count/lymphocyte count, SIRI as neutrophils × monocytes/lymphocytes, and PNI as albumin level (g/L) + 5 × total lymphocyte count (109/L).

By transforming the continuous variables into categorical variables, we significantly reduced the multicollinearity among the indicators. After the multicollinearity analysis, the vif values of all indicators were <5 (Table 1), so there was no serious multicollinearity among the indicators.


Table 1 | Variance inflation factor of inflammatory index.







Data collection

This study followed the Declaration of Helsinki. Because of the retrospective nature of the study, patient consent for inclusion was waived. Data were selected from January 2010 to January 2022 by referring to SPNs patient records from the Jilin University First Hospital patient registry database. The records were then reviewed for a pathologically confirmed diagnosis of pancreatic SPNs. Perioperative data, including inflammatory markers, viral hepatitis, tumor markers, age, sex, symptoms, location, size, margins, calcification, pancreaticobiliary duct dilatation, distal pancreatic atrophy, capsule, date of surgery, and type of surgery were retrospectively analyzed, and coded on a spreadsheet. Strict inclusion and exclusion criteria were developed to ensure homogeneity in the preoperative inflammatory cell counts and imaging in the cohort. The inclusion criteria were (1) postoperative pathological confirmation of SPNs and (2) no treatment before hematology and imaging examinations. The exclusion criteria were (1) unavailable or incomplete clinical data (n = 26), (2) history of malignancy (n = 2), (3) microbial or viral infection within 30 days of surgery (n = 3), and (4) other diseases that affect clinical data (n = 4) (Figure 1). To ensure that all patients enrolled in our study accurately met the inclusion criteria, all medical records were independently reviewed by four physicians, by carefully documenting personal and family medical history, biometric parameters, and clinical information. All blood samples used for this study were collected in the morning from fasted patients as part of the routine preoperative evaluation of patients scheduled for elective pancreatic surgery. Adherence to this protocol ensured the standardization of the median blood test values. The median time between sample collection and surgery was three days (range, 1 – 6 days). All pathological findings were recorded by two physicians.




Figure 1 | Study cohort selection flowchart.







Image analysis

All imaging scans were performed with a median time of 5 days (range, 2 – 11 days) before surgery and were recorded and analyzed by two physicians with 12 and 25 years of experience in abdominal imaging, respectively who were aware of pancreatic lesion but blinded to the clinical information, CT diagnosis, and histopathologic findings.

Qualitative analysis included the following parameters:

(a) tumor site (head-neck, or body-tail); (b) tumor size;(c) tumor margins (well defined or ill-defined); (d)presence of complete capsule; (e) presence of calcification; (f) presence of pancreatic duct dilatation;(g) pancreatic parenchyma atrophy. Any discrepancy was resolved by consensus.





Statistical analysis

SPSS 26.0 and R 3.6.3 software were used for the statistical analyses of the patient data. The data are described as the median and interquartile range for measured data and by number and percentage for counted data. The T-test, chi-squared test, or rank sum test was used to compare the clinical data of the patients. LASSO regression analysis was used for data dimensionality reduction and element selection (Figure 2). Single- and multi-factor logistic regression was used to identify the independent risk factors associated with SPNs with high-risk groups, of which OR>1 results indicated that the variable was a risk factor. Cutoffs were determined by transforming continuous information into categorical variables based on the ROC’s maximum Youden index (sensitivity plus specificity minus 1). A predictive model was developed in the form of a nomogram and the accuracy of the model was verified by 1000 bootstrapping C-index and calibration plots. All statistics were considered statistically significant at P < 0.05.




Figure 2 | Lasso analysis.








Results




Patient demographics

A total of 208 patients were included in the study (Figure 1). All patients have received an average of 88 months of follow -up (range, 10- 152 months). Table 2 shows a summary of the basic patient information. The ratio of women to men was 177:31 (or 5.71:1), and the mean age of the participants was 31.0 years (range, 8 – 65 years). At the time of consultation, 117 (56.3%) patients presented with clinical symptoms, including abdominal pain (n = 88), bloating or abdominal discomfort (n = 19), nausea and vomiting (n = 6), and vomiting of blood (n = 4). Eleven (5.2%) patients had viral hepatitis, including hepatitis B (n = 10) and C (n = 1); 25 (11.8%) had altered tumor markers, including CA199 (n = 8), CA724 (n = 5), CA242 (n = 1), CA125 (n = 5), and neuron-specific enolase (n = 6), but none of them exceeded three times the normal value. None of the patients had jaundice or bilirubin changes. Preoperatively, 164/208 patients were correctly diagnosed with SPNs from imaging. All patients in the low-risk groups, who underwent surgery with negative tumor margins, had no tumor recurrence or disease-related deaths until the last follow-up. Patients in the high-risk groups had three recurrences (6%) and five (9.4%) disease-related deaths.


Table 2 | The comparison of baseline characteristics of all patients by group.







Univariate analysis of SPNs-related malignant behavior

All variables included in the univariate analysis are shown in Table 3. Overall, 53 cases (25.5%) of SPNs-related high-risk groups were diagnosed by final pathology and postoperative follow-up. Among the inflammatory markers, differences in LMR, PNI, and SIRI were statistically significant between the low-risk and high-risk groups, whereas SII, PLR, and NLR were not statistically significant. Among the hematological indicators, elevated tumor markers and the presence of concomitant viral hepatitis did not differ statistically between the low-risk and high-risk groups. In preoperative imaging, large tumor size, incomplete capsules, and indistinct margins were significantly different between the low-risk and high-risk groups. In contrast, distal pancreatic atrophy and dilated pancreaticobiliary ducts were not statistically different between low-risk and high-risk groups. None of the 208 patients showed concomitant bilirubin elevations, and bilirubin levels could not distinguish between the low-risk and high-risk groups.


Table 3 | General characteristics of the patients and univariate logistic regression analyses for screening predictors.







Multivariate analysis and predictive nomogram

Multivariate logistic regression analysis showed that five factors were independent predictors of SPNs-related high-risk groups: clinical symptoms (p<0.001, odds ratio [OR] = 5.735, 95%confidence interval [CI]: 2.375 – 15.604), unclear tumor margins (P = 0.001, OR = 3.667, 95%CI: 1.678 – 8.373), incomplete tumor capsules (P = 0.005, OR =3.162, 95%CI: 1.439 – 7. 182), maximum tumor diameter ≥ 7.2 cm (P = 0.003, OR = 3.232, 95%CI: 1.491 – 7.233), and PNI values < 47.45 (P = 0.007, OR = 0.303, 95%CI: 0.125 – 0.720) (Table 4). A logistic regression model was constructed based on the above five factors, and these five factors from the logistic regression model were integrated into a nomogram (Figure 3A) and a model’s forest plot (Figure 3B). For each patient, a higher total score indicated a higher risk of SPNs-related malignant behavior. The AUC (Figure 4A) was 0.856 (95% CI, 0.797–0.915) and the calibration plot (Figure 4B) shows good calibration. A decision curve analysis on the nomogram of the model (Figure 4C) and the nomogram have a good predictive performance.


Table 4 | General characteristics of the patients and multivariate logistic regression analyses for screening predictors.






Figure 3 | (A) Prediction of the high-risk groups of SPNs using a nomogram. (B) Model’s forest plot.






Figure 4 | (A) Receiver operating characteristic curve of nomogram. AUC=0.856. (B) Calibration plot of nomogram. (C) A decision curve analysis on the nomogram of the model.








Discussion

Solid pseudopapillary neoplasms of the pancreas are low-grade malignant tumors (2). They are usually large, well-defined, mixed solid and cystic tumors, accounting for only 1 – 2% of all pancreatic tumors and occurring mostly in young women (mean age 30 years) (17). These lesions may locally invade, metastasize, or recur in 8% to 20% of the patients (2, 17). Describing the natural course of SPNs has been difficult due to its rarity and the inconsistent correlation between pathological features and the clinical course. Complete resection was associated with lower recurrence rates, and it is often the presence of malignant behavior that leads to death (14). There were no disease-related deaths in the low-risk groups and five (9.4%) in the high-risk groups in our study. Predicting the high-risk groups of SPNs is an important goal in assessing SPNs treatment and prognosis as malignant potential has been shown to be one of the important factors affecting survival (15, 19). Based on the previous study, our study further expanded the sample size of the positive group and introduced the concept of high-risk group. This study aimed to identify perioperative factors, and stratify malignant potential based on the presence of symptoms, inflammatory markers, and tumor characteristics that could predict patients who have or will develop SPNs-related high-risk groups. The developed nomogram can help surgeons to develop individualized clinical management and monitoring strategies.

Age, gender, the presence of altered tumor markers and viral hepatitis, and the amount of postoperative ki67 protein in the patients were not significant factors identifying the high-risk groups in this study. The size of the tumor has clinical significance when identifying the high-risk groups. According to the maximum Youden index (sensitivity plus specificity minus 1), the cutoff point in this study was 7.2 cm, and the larger the tumor, the higher the malignant potential. The cutoff point of the tumor has been mentioned as 5 cm in related studies (9, 11), which may be influenced by the population of the tumor study. The presence of clinical symptoms in patients was a statistically significant factor in distinguishing between low-risk and high-risk groups. In a multifactorial analysis assessing the relationship between clinical features and malignancy in cystic disease of the pancreas, the presence of symptoms was an independent risk factor for malignancy (17). Similarly, in SPNs, symptomatic presentation was a statistically significant factor in distinguishing benign and malignant behavior of tumors in several studies (13), consistent with the results of the present study. Some studies also pointed to the need for the risk stratification of malignant potential in the management of cystic disease of the pancreas based on the presence or absence of symptoms and high-risk features on cross-sectional images to guide clinicians to have a systematic approach to establishing a diagnosis and determining individualized treatment (17). The present study also followed this suggestion and used the presence of symptoms and imaging features to plot a nomogram to predict SPNs-related malignant behavior. In a related study, neither age (20), gender (13, 21), nor amount of ki67 (13) in the patients could distinguish between benign and malignant tumors, consistent with the results of the present study. Tumor-associated inflammation and nutritional status have a significant impact not only on the occurrence of various types of pancreatic tumors (22), but also on tumor progression, the assessment of the malignancy of various types of pancreatic tumors, and the prediction of recurrence and patient prognosis (23, 24).

Several inflammatory and nutritional biomarkers, such as NLR, PLR, SII, and PNI are widely used to assess patient conditions and prognosis. These parameters can easily be implemented in a routine check. However, there are fewer studies on the relationship between SPNs and inflammatory and nutritional indicators. The relationship between inflammatory markers and SPNs has also been reported. Yang et al. highlighted the supportive role of preoperative NLR in predicting malignancy and recurrence‐free survival in patients with SPNs (25). Song et al. concluded that preoperative PNI was a reliable indicator of the aggressive natural history of SPNs and that patients with a high PNI and an intact envelope had the best prognosis, whereas those with low PNI values and incomplete capsules had the worst prognosis (22). In our study pair, inflammation markers had a good predictive value. A PNI value of < 47.45 (P = 0.007) was statistically significant in the multifactorial analysis. Decreases in the PNI may be attributable to hypoalbuminemia and/or lymphocytopenia. Patients with pancreatic tumors may present with protein malnutrition and decreased albumin (26). However, PNI decreases may also be attributed to an immune imbalance, resulting in insufficient lymphocyte-mediated immune responses against malignancies and the promotion of tumor cell progression (22). Compared to preoperative imaging studies, PNI is more readily available, convenient, and less invasive in predicting the offensive malignant behavior of this enigmatic entity. In this study, the preoperative hematological indicator PNI and radiological parameters were linked to assess SPNs-related high-risk groups in the form of columnar line graphs to guide clinical assessments. However, since the blood samples were obtained within one week before surgery, no firm conclusions can be drawn about the timing of the immune response to malignancy and whether it was the cause of tumor development or the outcome. Our institution is conducting a prospective study of the hematological indicators in all patients with cystic lesions of the pancreas who are followed in a multidisciplinary synergic approach. Linking these inflammatory markers to known radiological parameters can provide information to determine whether the onset of the immune response to SPNs occurs before or after the development of malignancy. Early preoperative nutritional intervention, including oral or intravenous Nutrition, is necessary for patients with low PNI values. However, many factors affect inflammatory markers, and the results must be interpreted with caution.

Although SPNs is a low-grade malignant tumor, it can also exhibit malignant features, including an incomplete capsule, vascular infiltration, nerve invasion, and distant metastasis (27). In the present study, 71.7% (38/53) of the tumors in the high-risk groups and 34.2% (53/155) in the low-risk groups showed incomplete or no capsule, and the difference between the two groups was statistically significant. Unclear tumor borders were reported to have a statistically significant effect on the aggressive behavior of tumors (16). In this study, 71.7% (38/53) of the tumors in the high-risk groups and 36.8% (57/155) in the low-risk groups showed unclear borders, and the difference between the two groups was statistically significant. In addition, the present study showed a statistical difference between the high-risk and low-risk groups in terms of the maximum diameter of the tumor, consistent with related studies (14, 15). The present study found no statistically significant difference between the high-risk groups and the low-risk groups in terms of tumor location, calcification, pancreaticobiliary duct dilatation, and distal pancreatic atrophy, similar to the results of related studies (16).

In this study, multifactorial logistic regression analysis showed that the presence of clinical symptoms, indistinct tumor margins, incomplete tumor capsules, a maximum tumor diameter ≥ 7.2 cm, and PNI values <47.45 were independent predictors of SPNs-related high-risk groups. Multiple nomogram models have been successfully applied to diagnose pancreatic lesions (16, 28). A nomogram can graphically present the logistic regression equation and is easy to operate and has many clinical applications. Clinicians can obtain the probability of SPNs-related high-risk groups personalized treatment and follow-up testing of patients. The area under the curve of the model was 0.856, and the model had good predictive efficiency. Despite the high predictive yield model obtained in our study, we cannot deny that predicting the aggressiveness of SPNs is still a difficult and daunting subject. Mainly attributed to the heterogeneity of SPNS, so there is hardly any study to clearly define and obtain a “gold standard”.

Our study had several limitations. Because it was a single-center retrospective study, variables may have been omitted or selection bias might have been present, which may have affected the results. Moreover, we were unable to assess continuous variables, such as increasing trends in tumor size and changes in symptoms. The patient cohort in this study was highly selected, and inflammatory markers may be influenced by a wide range of systemic diseases. Our main focus was to exclude false-positive values that would significantly bias our results. For example, inflammatory markers may be altered in patients with synchronous malignant diseases or viral infections, and thus, we applied the exclusion criteria, which also highlights the limitations of such inflammatory markers. Finally, only internal validation methods were used to verify the accuracy of the model, and a multicenter study will be performed in future work to build an external validation set to further verify the accuracy of the model.

The combination of clinical data and evolving molecular markers may also hold promise for improving the treatment of SPNs. The surgical approach is also more minimally invasive and refined. However, regardless of the type of procedure, resection should be performed to keep the patient tumor-free because negative cut margins has an extremely low rate of tumor recurrence and excellent long-term survival. Therefore, this study is meaningful to guide clinicians to develop individualized treatment modalities and monitoring plans by preoperatively predicting which patients with solid pancreatic pseudopapillary tumors have or may have malignant behavior in the future. It is expected that conservative observational treatment will be selected in the future under the condition of ensuring patient safety. A lack of understanding of the natural history of SPNs remains an additional barrier to optimal patient care. Integrative therapists, radiologists, pathologists, and surgeons are the best contributors to achieving this goal.





Conclusion

Our study confirmed that preoperative patient-based clinical symptoms, tumor size, tumor capsule, tumor margin, and PNI values would be simple and effective tools to assess the natural history of SPNs and predict the high-risk groups. A novel nomogram of the affiliated hospital of Jilin University-SPNs risk model was proposed for routine application to guide the patient counseling in clinical practice.





Data availability statement

The original contributions presented in the study are included in the article/supplementary material. Further inquiries can be directed to the corresponding authors.





Ethics statement

The human studies were reviewed and approved by the Research Ethics Committee of the First Affiliated Hospital of Jilin University. This study was done in line with the Helsinki Declaration and with the informed consent of all patients.





Author contributions

XL: Conceptualization, Formal analysis, Methodology, Writing – original draft, Writing – review & editing, Data curation, Resources. JK: Data curation, Methodology, Writing – review & editing. XD: Data curation, Software, Writing – review & editing. LG: Data curation, Supervision, Writing – original draft. LZ: Data curation, Investigation, Writing – original draft. YL: Writing – original draft. BJ: Conceptualization, Data curation, Formal analysis, Methodology, Project administration, Supervision, Writing – original draft.





Funding

The author(s) declare financial support was received for the research, authorship, and/or publication of this article. This study was financially supported by the Provincial Health Specific Project of Jilin Province (Grant No. JLSWSRCZX2020-005) and National Key Research and Development Program (Grant No.2021YFC2400603).




Acknowledgments

The authors thank all the staff members of the department of Hepatobiliary and Pancreatic Surgery of the first hospital of Jilin university for their contribution.





Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.





References

1. Tjaden, C, Hassenpflug, M, Hin z, U, Klaiber, U, Klauss, M, Büchler, MW, et al. Outcome and prognosis after pancreatectomy in patients with solid pseudopapillary neoplasms. Pancreatology. (2019) 19(5):699–709. doi: 10.1016/j.pan.2019.06.008

2. Dhali, A, Ray, S, Das, S, Mandal, TS, Khamrui, S, Gupta, A, et al. Clinical profile and outcome of solid pseudopapillary neoplasm of the pancreas: A retrospective study on 28 patients. Int J Surg. (2022) 104:106708. doi: 10.1016/j.ijsu.2022.106708

3. Li, X, and Liu, Y. Spontaneous regression of solid-pseudopapillary neoplasms with hepatic metastases. Hepatobil Surg Nutr. (2022) 11(1):169–70. doi: 10.21037/hbsn-21-438

4. The European Study Group on Cystic Tumours of the Pancreas. European evidence-based guidelines on pancreatic cystic neoplasms. Gut. (2018) 67(5):789–804. doi: 10.1136/gutjnl-2018-316027

5. Wang, J, Chen, X, Wang, C, Cui, W, Ren, S, Wang, Z, et al. Differentiation of aggressive from non-aggressive pancreatic solid pseudopapillary neoplasms using computed tomography. Abdom Radiol (NY). (2019) 44(7):2448–58. doi: 10.1007/s00261-019-01969-6

6. Gerry, JM, and Poultsides, GA. Surgical management of pancreatic cysts: A shifting paradigm toward selective resection. Dig Dis Sci. (2017) 62(7):1816–26. doi: 10.1007/s10620-017-4570-6

7. Zhang, C, Liu, F, Chang, H, Li, H, Zhou, X, Lu, J, et al. Less aggressive surgical procedure for treatment of solid pseudopapillary tumor: limited experience from a single institute. PloS One. (2015) 10(11):e0143452. doi: 10.1371/journal.pone.0143452

8. Stewart, CL, Meguid, C, Chapman, B, Schu lick, R, and Edil, BH. Evolving trends towards minimally invasive surgery for solid-pseudopapillary neoplasms. Ann Surg Oncol. (2016) 23(13):4165–8. doi: 10.1245/s10434-016-5491-x

9. Wang, X, Chen, YH, Tan, CL, Zhang, H, Xiong, JJ, Chen, HY, et al. Enucleation of pancreatic solid pseudopapillary neoplasm: Short-term and long-term outcomes from a 7-year large single-center experience. Eur J Surg Oncol. (2018) 44(5):644–50. doi: 10.1016/j.ejso.2018.01.085

10. Liu, Q, Dai, M, Guo, J, Wu, H, Wang, W, Chen, G, et al. Long-term survival, quality of life, and molecular features of the patients with solid pseudopapillary neoplasm of the pancreas: A retrospective study of 454 cases. Ann Surg. (2023) 278(6):1009–17. doi: 10.1097/SLA.0000000000005842

11. Gao, H, Gao, Y, Yin, L, Wang, G, Wei, J, Jiang, K, et al. Risk factors of the recurrences of pancreatic solid pseudopapillary tumors: A systematic review and meta-analysis. J Cancer. (2018) 9(11):1905–14. doi: 10.7150/jca.24491

12. Hwang, J, Kim, DY, Kim, SC, Namgoong, JM, and Hong, SM. Solid-pseudopapillary neoplasm of the pancreas in children: can we predict Malignancy? J Pediatr Surg. (2014) 49(12):1730–3. doi: 10.1016/j.jpedsurg.2014.09.011

13. Kim, JS, Hao, EI, Rho, SY, Hwang, HK, Lee, WJ, Yoon, DS, et al. Clinical pattern of preoperative positron emission tomography/computed tomography (PET/CT) can predict the aggressive behavior of resected solid pseudopapillary neoplasm of the pancreas. Cancers (Basel). (2021) 13(9):2119. doi: 10.3390/cancers13092119

14. Kim, MJ, Choi, DW, Choi, SH, Heo, JS, and Sung, JY. Surgical treatment of solid pseudopapillary neoplasms of the pancreas and risk factors for malignancy. Br J Surg. (2014) 101(10):1266–71. doi: 10.1002/bjs.9577

15. Lee, G, Sung, YN, Kim, SJ, Lee, JH, Song, KB, Hwang, DW, et al. Large tumor size, lymphovascular invasion, and synchronous metastasis are associated with the recurrence of solid pseudopapillary neoplasms of the pancreas. HPB (Oxford). (2021) 23(2):220–30. doi: 10.1016/j.hpb.2020.05.015

16. Li, Z, Pan, D, Wang, M, Ji, Y, and Zeng, M. Application of MSCT characteristic nomogram model in predicting invasion of pancreatic solid pseudopapillary neoplasms. Eur J Radiol. (2022) 149:110201. doi: 10.1016/j.ejrad.2022.110201

17. Stark, A, Donahue, TR, Reber, HA, and Hines, OJ. Pancreatic cyst disease: A review. Jama. (2016) 315(17):1882–93. doi: 10.1001/jama.2016.4690

18. Chen, J, Zong, L, Wang, P, Liu, Y, Zhang, H, Chang, X, et al. Solid pseudopapillary neoplasms of the pancreas: clinicopathologic analysis and a predictive model. Mod Pathol. (2023) 36(6):100141. doi: 10.1016/j.modpat.2023.100141

19. You, L, Yang, F, and Fu, DL. Prediction of Malignancy and adverse outcome of solid pseudopapillary tumor of the pancreas. World J Gastroin test Oncol. (2018) 10(7):184–93. doi: 10.4251/wjgo.v10.i7.184

20. Jutric, Z, Rozenfeld, Y, Grendar, J, Hammill, CW, Cassera, MA, Newell, PH, et al. Analysis of 340 patients with solid pseudopapillary tumors of the pancreas: A closer look at patients with metastatic disease. Ann Surg Oncol. (2017) 24(7):2015–22. doi: 10.1245/s10434-017-5772-z

21. Wei, G, Luo, Q, Fang, J, Li, X, Shi, Y, Li, Y, et al. The sex features of patients with solid pseudopapillary neoplasms of the pancreas: A retrospective study. Front Oncol. (2022) 12:844182. doi: 10.3389/fonc.2022.844182

22. Song, H, and Dong, M. The prognostic factors of preoperative prognostic nutritional index and radiological findings of solid pseudopapillary tumors of pancreas: A single-center experience of 14 years. Cancer Manag Res. (2020) 12:5689–99. doi: 10.2147/CMAR.S256650

23. Shimizu, T, Taniguchi, K, Asakuma, M, Tomioka, A, Inoue, Y, Komeda, K, et al. Lymphocyte-to-monocyte ratio and prognostic nutritional index predict poor prognosis in patients on chemotherapy for unresectable pancreatic cancer. Anticancer Res. (2019) 39(4):2169–76. doi: 10.21873/anticanres.13331

24. Nakagawa, K, Sho, M, Akahor i, T, Nagai, M, Nakamura, K, Takagi, T, et al. Significance of the inflammation-based prognostic score in recurrent pancreatic cancer. Pancreatology. (2019) 19(5):722–8. doi: 10.1016/j.pan.2019.05.461

25. Yang, F, Bao, Y, Zhou, Z, Jin, C, and Fu, D. Preoperative neu trophil-to-lymphocyte ratio predicts Malignancy and recurrence-free survival of solid pseudopapillary tumor of the pancreas. J Surg Oncol. (2019) 120(2):241–8. doi: 10.1002/jso.25484

26. Todorov, P, Cariuk, P, McDevitt, T, Coles, B, Fearon, K, and Tisdale, M. Characterization of a cancer cachectic factor. Nature. (1996) 379(6567):739–42. doi: 10.1038/379739a0

27. Lee, JH, Yu, JS, Kim, H, Kim, JK, Kim, TH, Kim, KW, et al. Solid pseudopapillary carcinoma of the pancreas: differentiation from benign solid pseudopapillary tumour using CT and MRI. Clin Radiol. (2008) 63(9):1006–14. doi: 10.1016/j.crad.2008.04.007

28. Correa-Gallego, C, Do, R, Lafemina, J, Gonen, M, D’Angelica, MI, DeMatteo, RP, et al. Predicting dysplasia and invasive carcinoma in intraductal papillary mucinous neoplasms of the pancreas: development of a preoperative nomogram. Ann Surg Oncol. (2013) 20(13):4348–55. doi: 10.1245/s10434-013-3207-z




Publisher’s note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.

Copyright © 2024 Li, Ke, Dai, Guo, Zhang, Liu and Ji. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.


OEBPS/Images/fonc-13-1297497-g004.jpg
A Train Roc

1.0

Sensitivity

0.4

0.2

0.0

b —— AUC=0.856 (95% Cl 0.797-0.915)
T T T T T T
0.0 02 04 06 08 1.0

1 - Specificity

00 02 04 06 08
Predicted Pr{Malignantoehavior=1}
81000 epeions, boot Mean absolte rror=0.013 1-208
03
02
g
e = Nomogram
g ol
& — Al
5 = None
00
01
000 025 050 075

Risk Threshold





OEBPS/Images/fonc.2023.1297497_cover.jpg
& frontiers | Frontiers in Oncology

Development of a nomogram for predicting
the high-risk groups of solid-pseudopapillary
neoplasms of the pancreas





OEBPS/Text/toc.xhtml


  

    Table of Contents



    

		Cover



      		

        Development of a nomogram for predicting the high-risk groups of solid-pseudopapillary neoplasms of the pancreas

      

        		

          Background

        



        		

          Methods

        



        		

          Results

        



        		

          Conclusion

        



        		

          Introduction

        



        		

          Methods

        

          		

            Definition of terms

          



          		

            Data collection

          



          		

            Image analysis

          



          		

            Statistical analysis

          



        



        



        		

          Results

        

          		

            Patient demographics

          



          		

            Univariate analysis of SPNs-related malignant behavior

          



          		

            Multivariate analysis and predictive nomogram

          



        



        



        		

          Discussion

        



        		

          Conclusion

        



        		

          Data availability statement

        



        		

          Ethics statement

        



        		

          Author contributions

        



        		

          Funding

        



        		

          Acknowledgments

        



        		

          Conflict of interest

        



        		

          References

        



      



      



    



  



OEBPS/Images/crossmark.jpg
©

2

i

|





OEBPS/Images/table2.jpg
Variables Classification low-risk high-risk
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Gender Female 129(83.226) 48(90.566) 0.195
Male 26(16.774) 5(9.434)

Age (years) <25 50(32.258) 24(45.283) 0.087
225 105(67.742) 29(54.717)

Symptomatic - 84(54. 194) 7(13.208) <0.001
+ 71(45.806) 46(86.792)

The maximum diameter (cm) <72 109(70.323) 21(39.623) <0.001
>72 46(29.677) 32(60.377)

Location Head 36(23.226) 10(18.868) 0.163
Neck 19(12.258) 12(22.642)
Body 39(25. 161) 8(15.094)
Tail 61(39.355) 23(43.396)

Margin Clear 98(63.226) 15(28.302) <0.001
Not Clear 57(36.774) 38(71.698)

Calcification - 61(39.355) 16(30. 189) 0.233
e 94(60.645) 37(69.811)
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Incomplete 53(34. 194) 38(71.698)
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+ 16(10.323) 9(16.981)
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>5519 69(44.516) 15(28.302)
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>523 28(18.065) 18(33.962)

ki67, n (%) <3% 130(83.871) 40(75.472) 0.367
3-5% 12(7.742) 7(13.208)
25% 13(8.387) 6(11.321)

+, yes; —, no; CI, confidence interval; NLR, neutrophil-to-lymphocyte ratio; PLR, platelet-to-lymphocyte ratio; SII, systemic immune-inflammation index; LMR, lymphocyte-to-monocyte ratio;
SIRI, systemic inflammatory response index; PNI, prognostic nutritional index.
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CI, confidence interval; PNI, prognostic nutritional index.
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VIF, Variance inflation factor.
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