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Key Clinical Message

Inflammatory myofibroblastic tumor (IMT) histologically characterized by

fibroblastic and myofibroblastic proliferation with inflammatory infiltrate. The

therapy adopted was Whipple’s pancreaticoduodenectomy with a histological

diagnosis of the inflammatory myofibroblastic tumor. The disease that should

be considered as the differential diagnosis is pancreatic cancer. The diagnosis

and treatment of IMT is surgical resection.
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Introduction

Inflammatory myofibroblastic tumor (IMT), also known as

inflammatory pseudotumor, is a generic term applied to a

heterogeneous group of lesions occurring in various

organs, which is histologically characterized by fibroblastic

and myofibroblastic proliferation with inflammatory infil-

trate [1]. Inflammatory myofibroblastic tumor was first

described in the lung, where it was considered a postin-

flammatory condition rather than a malignancy process [2,

3]. Recent data suggest that IMT can be detected in various

anatomic regions, and organs including liver, gastrointesti-

nal tract, abdominal soft tissue, lymph node, spleen, and

extremely rare in the pancreas. In this study, we reported a

patient who admitted to the emergency department with

signs of acute abdomen. Further investigations diagnosed

as IMT caused from pancreatic head mass.

Case Report

A 46-year-old male, without any known health problems,

admitted to our hospital with signs and symptoms of

acute abdomen. There were no any biliary or gastroin-

testinal obstruction symptoms. On physical examination,

there was diffuse abdominal pain and tenderness. Labora-

tory analyses have shown that it was acute pancreatitis.

The amylase level was 224 U/L, pancreatic amylase level

was 597 U/L, GGT was 904 U/L, and WBC was 11.5,

respectively. CA19-9 level was 110.80 U/mL, while all the

other tumor markers were at normal levels. Abdominal

ultrasound revealed a 129 9 70 mm mass in the head of

the pancreas. Abdominal magnetic resonance imaging

(MRI) was performed. MRI findings showed that there

was a 92 9 84 mm mass with solid and cystic compo-

nents in the pancreas uncinate process. Multiple lymph

nodes, the largest of which was 16 9 10 mm in size, were

detected around the pancreatic mass (Fig. 1).

The patient’s oral intake was stopped, and intravenous

fluid therapy was started. During the medical follow-up, the

abdominal pain decreased and laboratory findings fell to

normal levels. After 4 weeks of acute pancreatitis episode,

patient was operated. During laparotomy, the mass, which

was associated with multiple fibrous adhesions to the sur-

rounding tissue, was resected by pancreaticoduodenectomy

(Whipple procedure). Eight days after the surgery, the

patient was discharged in good health with no complication.

Macroscopically, the tumor was 8 9 6 9 5 cm mass,

poorly demarcated from the normal pancreatic
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parenchyma. The pancreatic duct was intact, and the

tumor was as an elastic, hard, solid mass with a yellowish

and whitish cut surface (Fig. 2).

Histologically, there was chronic inflammation and

edema around the ampulla of Vater. In some sections of

the specimen, fibrous spindle cells were observed in myxoid

stroma of the pancreas. The immunohistochemical studies

showed a nonspecific staining with S100, SMA, Desmin,

and C-kit, while staining with smooth muscle actin was

focally positive. Ki-67 proliferation index was 2% (Fig. 3).

The lesion was composed of bland spindle-shaped cells

arranged in a storiform pattern. Lymphohistiocytic infil-

trate was associated with the lesion in scant foci. Atypical

mitotic figures, hyperchromasia, and cytological atypia

were not present.

Discussion

Various names have been used to describe IMT, such as

plasma cell granuloma, plasma cell pseudotumor,

inflammatory pseudotumor, inflammatory fibroxanthoma,

and histiocytoma [4]. IMTs are classified as tumors of

intermediate biological potential by the most recent

World Health Organization classification, due to a ten-

dency for local recurrence and a small risk of distant

metastasis [5].

Although IMT has been seen in various organs, it is

extremely rare to be seen in the pancreas. We find only

29 patients with IMT arising from the pancreas reported

in the English language scientific literature [6–9]. While

the youngest patient in the literature was 6 months old,

the oldest patient was 64 years of age (mean age:

36 years). Our patient was 46 years old, and this was con-

sistent with the medical literature.

In the other IMT cases, the patients were usually

asymptomatic and diagnosed incidentally. According to

our search in the medical literature, our case is the sec-

ond IMT case that reported who has been diagnosed after

signs and symptoms of acute pancreatitis [10]. Laboratory

findings of IMT were variable and nonspecific to the dis-

ease [11]. The most common symptom of IMT is a mass

discovered incidentally by radiographic investigations for

other reasons. Therefore, IMT can be easily diagnosed as

pancreatic cancer. Other symptoms could be abdominal

pain (45%), jaundice (45%), weight loss (24%), and pal-

pable abdominal mass (21%) [8, 12].

Inflammatory myofibroblastic tumor is most com-

monly mistaken for a pancreatic cancer clinically and

radiologically. Definitive diagnosis was made only by

extensive histological examination [13]. Therefore,

complete surgical resection and pathologic evaluation

of the tumor are necessary to confirm the diagnosis [10].

In the management of IMT, surgical excision should be

the primary choice to obtain a definitive diagnosis and to

relieve symptoms. Careful follow-up after surgery is also nec-

essary. According to the review of Coffin, the recurrence rate

was approximately 25% after the surgery [14, 15].

Figure 1. Magnetic resonance imaging sections revealed a heterogeneous pancreatic mass measuring 92 9 84 mm mass with solid and cystic

components in the pancreas uncinate process.

Figure 2. Macroscopic view of the resected material.
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Conclusion

In this study, we aimed to explain a rare case, who pre-

sented to the emergency department with the findings of

acute pancreatitis, and the further examinations revealed

IMT.

Inflammatory myofibroblastic tumor of the pancreas is

a rare, benign tumor of the hepatobiliary system. The first

disease, which should be considered in the differential

diagnosis, is pancreatic cancer. According to the current

medical literature, the primary choice in the diagnosis,

and treatment of IMT, as well, is surgical resection.
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(A) (B)

Figure 3. (A) Bland spindle-shaped cells admixed with lymphocyte predominant inflammatory infiltrate on the left side and uniform pancreatic

tissue on the right. H&E, X200, (B) Bland spindle-shaped cells admixed with lymphocyte predominant inflammatory infiltrate. H&E, X400.
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