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rating the two entities has been based on their 
behaviors: ITA being an indolent lesion while 
IPMN has an association with dysplasia and 
hence, potentially invasive lesions. This is espe-
cially true of the intestinal and pancreaticobili-
ary subtypes of IPMN; however, the gastric-type 

IPMN is usually a low-grade, lesion with a good 
prognosis.

In this paper we wish to highlight a case of 
coexistent ITA and IPMN, the former appearing 
radiologically as a “mural nodule”, thus raising 

Figure 1. MRCP shows (A). A multilobulated cystic 
mass in the body of pancreas (arrow) that commu-
nicates with the PD (arrowheads). Inferior to the PD 
is an additional incidental cystic lesion (*). (B) The 
cystic mass has a round filling defect which repre-
sents the solid component (arrow). Note the adjacent 
dilated PD (interrupted arrow). (C) The solid nodule 
enhances following intravenous contrast (arrow). 

Figure 2. A low power scanning image showing dilated pancreatic branch ducts containing a gastric type IPMN (A).  
A dilated branch pancreatic duct contains an intraductal polypoid mass (B) (H&E X 20).
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the suspicion of carcinoma within the context 
of an IPMN.

Case report

A 73-year old male presented with a rectal 
mass that was proven to be a rectal adenocar-
cinoma after biopsy. In the course of his pre-
operative work-up, MRI showed a cystic lesion 
in his pancreas. He was successfully treated for 
his rectal cancer and was asymptomatic from 
his pancreatic lesion. 

Radiological evaluation

An MR cholangiopancreatogram (MRCP) reve- 
aled a 3.2 x 2.8 x 3.1 cm multilobulated cystic 

mass in the body of pancreas that contained a 
2 cm enhancing rounded solid component. 
Inferiorly, the cystic mass appeared connected 
to the pancreatic duct (PD), which was focally 
dilated (Figure 1A-C). The radiologic appear-
ances were in keeping with IPMN with a high 
risk of malignancy because of the solid enhanc-
ing nodule. 

In view of the solid focus and worrisome radio-
logical appearances, a distal pancreatectomy 
with preservation of the spleen was under- 
taken.

Pathology

The portion of pancreas contained a multicystic 
lesion measuring 3.7 x 3.7 x 3.5 cm. Within the 
cavity of the largest cystic space was a solid, 
yellow, hemorrhagic nodule measuring 2.2 cm 
in maximal diameter. The remainder of the pan-
creas was within normal limits.

Microscopic examination showed the presence 
of an IPMN of gastric type involving the pancre-
atic branch ducts (Figure 2A). The lining muco-
sa was bland and resembled gastric pyloric epi-
thelium. Within the most dilated pancreatic 
duct was an intraductal, polypoid lesion (Figure 
2B). A point of attachment to the dilated duct 
was noted and the polypoid lesion was lined by 
epithelial lining that was similar to that lining 
the dilated pancreatic duct, ie., gastric pyloric 
epithelium. There was focal ulceration with 
denudation of the lining of the surface of the 
polypoid mass (Figure 3). Within the substance 

Figure 3. The surface of the polyp showed intact 
pyloric-type epithelium which was focally ulcerated. 
Within the polyp, glandular structures were present 
(H&E X 30).

Figure 4. The glands forming the polyp were lined by 
a similar lining to that of dilated branch pancreatic 
duct. Occasional glands were dilated (H&E X 200).

Figure 5. The stroma of the polyp showed a fibro-
inflammatory background with granulation tissue, 
mixed inflammation, Hemosiderin and osteoclastic-
type giant cells (H&E X 200).


