
Inflammatory pseudotumour, or in-
flammatory myofibroblastic tumour

(IMT), occurs in various organs, with the
lung being the commonest anatomic site.1

IMT is currently regarded as a neoplasm
with a wide spectrum of biological behav-
iour. 1 We present a case of pancreatic
IMT in a patient with rectal bleeding.

Case report

A 56-year-old man with an unremarkable
medical history was investigated for inter-
mittent rectal bleeding. Physical exami-
nation and routine blood work revealed
no abnormality. On endoscopy there
were pancolonic diverticulae that were
assumed to cause his rectal bleeding. An
abdominal CT scan showed a vascular
mass measuring 5 cm × 7 cm  in the tail

of the pancreas, consistent with pancre-
atic carcinoma (Fig. 1). At laparotomy
the mass, which was associated with
multiple fibrous adhesions to the sur-
rounding tissue, was excised by distal pan-
createctomy with splenectomy. Macro-
scopically, the lesion measured 7 cm in
greatest dimension and was white and
rubbery with extensions into the sur-
rounding tissue (Fig. 2). 

Histologically, the lesion consisted of
spindle cells in a vague storiform pattern.
Focal edema, myomatous change, hyalin-
ized fibrosis and patchy lymphocytic infil-
tration were present. The cells contained
elongated nuclei, inconspicuous nucleoli
and an ill-defined eosinophilic cytoplasm.
Neither nuclear atypia nor mitotic activity
were present (Fig. 3). Immunohistochem-
ical staining was negative for desmin,

myosin and CD34; focally positive for
smooth-muscle actin and p53. Electron
microscopy demonstrated fusiform cells
with abundant rough endoplasmic reticu-
lum and occasional thin filaments with 
focal myosin densities. All findings were in
keeping with an inflammatory myofibrob-
lastic tumour of the pancreas.2 The patient
was well and showed no evidence of
tumour recurrence or metastasis 18 months
after the operation.

Discussion

Pancreatic IMT is rare, with only 25 cases
having been reported in the English-
language literature.2 It may occur at any
age (range 2.5–70 y, average 36 y), is
more common in women and measures
1.5–13 cm (average 6 cm). Sixty percent
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FIG. 1. CT of the abdomen reveals a solid mass (arrow) in the
tail of the pancreas with an irregular border, suggesting a
pancreatic cancer.

FIG. 2. Solid pancreatic mass with minimal extension and 
invasion into peripancreatic fat and multiple fibrous adhesions.



of pancreatic IMTs are located in the head
and 40% in the body and tail of the organ.2

Common presenting clinical symptoms are
abdominal pain or discomfort, weight loss,
a palpable abdominal mass and anemia.

Obstructive jaundice was present in 66.7%
of IMTs located in the head of the pan-
creas.2 In almost all cases, a correct diagno-
sis was not made pre- or intraoperatively,
even with intraoperative frozen-section

examination of the tumour. IMT was most
commonly mistaken for a pancreatic cancer
clinically and radiologically, and its defini-
tive diagnosis was made only by extensive
histologic examination with ancillary test-
ing. 2 Histologically, the lesion is character-
ized by a myofibroblastic proliferation in 
a vague storiform pattern and a varying 
degree of inflammatory infiltrates consist-
ing mainly of lymphocytes, plasma cells
and histiocytes, as seen in our case.2 Fea-
tures present in some cases of pancreatic
IMT with aggressive behaviour were 
ganglion-like cells, nuclear atypia, aneu-
ploidy and p53 expression2; in our case,
only p53 expression was present. The only
known effective treatment for pancreatic
IMT is complete surgical resection, which
has a favourable prognosis.2
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FIG. 3. Histologic appearance of the pancreatic lesion showing a proliferation of
spindle-shaped cells and an aggregate of lymphoid cells (hematoxylin–eosin; orig-
inal magnification 250×).


