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ABSTRACT

Inflammatory myofibroblastic tumour, commonly called as pseudotumor is a soft tissue tumour, commonly occurring
in children and young adults and very rarely in elderly. Lungs are the most commonly affected site but sometimes it
can occur in retroperitoneum and abdominal cavity. It contains spindle cells, myofibroblasts, lymphoctyes, plasma
cells, and histiocytes. It is a non-encapsulated lesion. The pathogenesis of IMT remains unclear, although various
allergic, immunogenic infectious mechanisms have been postulated. They are locally recurrent (15-37%) and rarely
metastasize (<5%). IMT features mimcs malignancy on UGIscopy and radiological imaging and hence surgical
exploration and complete resection is required for diagnosis and treatment. The worldwide incidence of IMT is 0.04-
0.7%. Here is a case of inflammatory myofibroblastic tumour in duodenum presented with complaints of vomiting

and melena.
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INTRODUCTION

Inflammatory myofibroblastic tumour is a soft tissue
tumour mostly called as pseudotumor. It commonly
occurs in children and young adults and very rarely in
elderly. Lungs are the most common site of affection but
sometimes it can occur in retroperitoneum and abdominal
cavity.*® It contains spindle cells, myofibroblasts,
lymphoctyes, plasma cells, and histiocytes. It is a non-
encapsulated lesion.

The pathogenesis of IMT remains unclear, although
various allergic, immunogenic infectious mechanisms
have been postulated.* They are locally recurrent (15-
37%) and rarely metastasize (<5%).5 IMT features mimcs
malignancy on UGI scopy and radiological imaging and
hence surgical exploration and complete resection is
required for diagnosis and treatment. The worldwide
incidence of IMT is 0.04— 0.7%.” Here is a case of

inflammatory myofibroblastic tumour presented with
complaints of vomiting and melena.

CASE REPORT

A 73-year-old male came with complaints of vomiting,
hiccups, and melena for 15 days; vomiting intermittently
for 15 days, non-bilious, non-projectile, aggravated on
consuming food, no specific relieving factors and also
complains of 3- 4 episodes of coffee ground vomitus. The
complaint of melena was for 15 days, of which 10
episodes were associated with loss of appetite and
hiccups. There was no history of abdominal pain,
abdominal distension, fever, jaundice, loss of weight,
constipation or loose stools. The patient had a history of
smoking for 20 years with one pack cigarette per day and
stopped five years ago. The patient also had no history of
diabetes mellitus, hypertension, tuberculosis, epilepsy,
alcohol consumption or drug abuse.
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On examination, the patient was moderately built and
nourished with pallor. The temperature was 98.7° F,
respiratory rate 18/ min, and blood pressure 110/
80mmHg. P/A was soft, bowel sounds were heard, and no
palpable mass or organomegaly was found. P/R sphincter
tone was normal, soft stools were present and finger
glove was stool stained.

Figure 1: CECT showing the polypoidal mass.

Upon investigation, Hb 7.8gm%, UGI scopy showed
polypoidal mass arising from the antrum extending up to
D2. Colonoscopy was normal. CECT whole abdomen
showed a large polypoidal mass arising from the mucosa
of the posterior wall and the greater curvature of the
antrum (intact muscularis propria layer), prolapsing into
the lumen of the duodenum (up to junction of 2" and 3
part), two mildly prominent feeding arteries are seen in
the centre of the lesion. No enlarged perigastric or para-
aortic lymph nodes.

Figure 2: The inflammatory myofibroblastic
tumour, intraoperative.

The patient was taken for surgery and wide local excision
was done. Post-operative period was uneventful. The
patient was discharged after 11 days on observation. On

histopathological examination, it showed myofibroblastic
spindle cells favouring inflammatory myofibroblastic
tumour.

DISCUSSION

Inflammatory myofibroblastic tumour is an uncommon,
usually benign tumour, a soft tissue tumour commonly
called as pseudotumour. A number of terms have been
applied to the lesion, namely, inflammatory pseudotumor,

fibrous xanthoma, plasma cell granuloma,
pseudosarcoma,  lymphoid  hamartoma,  myxoid
hamartoma, inflammatory myofibrohistiocytic

proliferation, benign myofibroblatoma, and most
recently, inflammatory myofibroblastic tumor. The
diverse nomenclature is mostly descriptive and reflects
the uncertainty regarding true biologic nature of these
lesions.®

IMT includes three histological subtypes: one is a richly
vascularized and myxoide resembling fasciitis or
granulation tissue; another is a more compact fascicular
spindle cell proliferation with variable collagenized
regions and lymphoid nodules, resembling fibromatosis,
and finally a very sclero-hyaline, slightly cellular pattern,
looking more like a desmoid tumor.”

It commonly occurs in children and young adults and
very rarely in elderly. Lungs are the most commonly
affected site but sometimes it can occur in
retroperitoneum and abdominal cavity.’® It contains
spindle cells, myofibroblasts, lymphoctyes, plasma cells,
and histiocytes. It is a non-encapsulated lesion. The signs
of the tumour vary according to the site of the tumour.
Some people with an IMT are asymptomatic, while
others may have nonspecific respiratory symptoms, fever,
or pain.®

The pathogenesis of IMT remains unclear, although
various allergic, immunogenic infectious mechanisms
have been postulated. They are locally recurrent, 15-37%,
and rarely metastasize, <5%. IMT features mimcs
malignancy on UGI scopy and radiological imaging and
hence surgical exploration and complete resection is
required for diagnosis and treatment.®

The confirmation for the diagnosis would be ALK
antibodies, anaplastic lymphoma Kkinase. Surgical
removal is the best choice. If the tumour pursue an
aggressive clinical course, it can be treated with
crizotinib, an ALK tyrosine kinase inhibitor.

CONCLUSION

Inflammatory myofibroblastic tumour can not only occur
in lungs but in other locations. It could be asymptomatic,
or symptoms related to the location of the tumour. Since
it is a rare tumour, surgical removal is the choice of
treatment. ALK tyrosine kinase inhibitors or oral steroids
could be given for treatment.
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