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Outlines

1)  Traps in diagnosis: Pancreatic 

adenocarcinoma or chronic pancreatitis 

(CP) ?

2)  Pseudotumors of the pancreas (PP)
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Significance of Pseudotumors

ÅPseudotumor vs Carcinoma
ïMass-forming / fibrosing lesion in the pancreas is 

carcinoma unless proven otherwise; however,

ï5-6% of even pancreatectomies for cancer will turn out 
to be PP

ïCarcinomas can have overlapping features with 
pseudotumors

ÅManagement of PP subtypes
ïAutoimmune and idiopathic fibrosclerotic types benefit 

significantly from steroids
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PP vs Carcinoma - Clinical

ÅPP patients are slightly younger than Ca patients 
(mean, 53 y vs 63 y), especially those with 
autoimmune history.

ÅH/o hypertension is common in PP patients. 

ÅH/o  alcohol and autoimmune disorders should 
raise the possibility of PP (although carcinoma 
remains a greater possibility under all these 
circumstances).
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Invasive Ductal Carcinoma or 

Chronic Pancreatitis? 
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Invasive ducts Non-invasive ducts

Amount Abundant Normal

Distribution (lobularity) Irregular, individual cells Organized, lobular

Papillae

Luminal contents

Papilla minimal

Neutrophils, necrosis, 

granular debris

May be seen

Calcifications, secretory 

plugs

Duct contours Jagged edges Smooth, round, undulating

Lumen shape Open, round or irregular

Vacuolated

Compressed, undulating

Location

(invasiveness)

Perineurial/intraneural,

Adipose tissue (naked 

ducts), 

perivascular, intravascular

-

Adjacent stroma Desmoplastic, fibroinflam. 

hypercellular

Usually paucicellular, 

granulation tissue like

Architectural criteria to distinguish invasive ductal ca. from benign ducts
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Ductal carcinoma Reactive ducts

N- size Enlarged Normal

N- shape ÅPleomorphic
ÅWrinkled
ÅUniform, round with 
nucleoli

Uniform, round

N- contours Irregular

Some with grooves

Regular

N- chromatin Hyperchromatic Normochromic, washed-off

Polarity Lost Retained

Cytoplasmic 
contents

ÅDense acidophilia
ÅPale, microvesicular

Normochromophilic

Luminal 
membrane

Dense, BLZ-like band No condensation

Cytologic criteria to distinguish invasive ductal ca. from benign ducts
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Pancreatic Pseudotumors
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ñPseudotumoral Pancreatitisò

ÅDefinition: Mass-forming pancreatitis that is 

clinically mistaken for a carcinoma

ÅIncidence: 5-6% of pancreatectomies 

performed for cancer

ÅBoth the incidence and case profile is 

changing with advancing technology

ÅAny etiologic subgroup of CP can lead to 

PP; however, some entities are notoriousé
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ñPseudotumoral Pancreatitisò
Common causes

ÅAutoimmune pancreatitis

ÅParaduodenal Pancreatitis

ÅOther conditions:

ïAdenomyoma of Ampulla of Vater 

(Sclerosing Papillitis) 

ïPseudolipomatous Hypertrophy

ïSplenic Heterotopia
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ÅSynonyms 
ïNon-alcoholic, Duct-destructive, Lymphoplasmacytic 

sclerosing (LPSP)

ÅRelated entities
ïInflammatory fibrosclerosis (Riedel, orbital 

pseudotumor, retroperitoneal and mediastinal fibrosis)

ÅAutoimmune
ïIn 25%, other AI conditions (PSC, Sjogren) present 

ïHigh serum IgG4 

ÅManagement
ïSignificant benefit from steroids

Autoimmune Pancreatitis
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ñIdiopathic Inflammatory Fibrosclerosisò

ÅUmbrella term for 
retroperitoneal fibrosis, 
mediastinal sclerosis, orbital 
pseudotumor, Riedel struma

ÅMay extend to adjacent 
organs, mimicking
carcinoma

ÅR/O sclerosing lymphoma, 
fibromatosis or well-
differentiated liposarcoma

Now regarded as 

autoimmune 

pancreatitis (LPSP)
33
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ñInflammatory Pseudotumorò

ÅAkin to inflammatory 

pseudotumor of lung 

and other sites

ÅPlasma cell granuloma

ÅSpindle cell 

pseudotumor

ÅFascicular pattern

Now regarded as 

autoimmune 

pancreatitis (LPSP) 34


