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LETTER TO EDITOR (VIEWERS CHOICE) 

PEDIATRIC INFLAMMATORY MYOFIBROBLASTIC TUMOR OF THE MESENTERY

Charu Tiwari, Hemanshi Shah, Jyoti Bothra, Vikrant Kumbhar

Inflammatory Myofibroblastic Tumor (IMT), first 
described in adult lungs, is a neoplastic growth of 
myofibroblasts occurring on a background of plasma 
cell and lymphocytic proliferation. (1) 

A 7 year-old girl was admitted with lower abdominal 
lump of six months duration. There was an 8x6cm well-
defined firm, smooth, mobile and ovoid lump on the 
right side of the umbilicus. Chest and abdominal X-rays 
were normal. Abdominal ultrasound (USG) showed a 
10x8x6cm mass in the right side of abdomen, with 
calcifications and vascularity. Computed Tomography 
(CT) abdomen revealed an 8.8x7.2x5.4cm ill-defined 
heterogeneous, enhancing lesion, mostly neoplastic, 
arising from the mesentery and encasing the small 
bowel with areas of soft tissue, fat attenuations and 
calcifications (Figure 1). USG-guided biopsy showed 
spindle shaped cells on a background of inflammatory 
infiltrate suggestive of IMT. At laparotomy, a 
12x10x8cm firm to hard mesenteric mass, densely 
adherent to and encasing the ileal loops was found. 
Complete excision of mass with resection of the 
adherent bowel and ileo-transverse anastomosis was 
done. Histopathology revealed that the tumor was 
composed of interlacing fascicles of elongated spindle 
cells mixed with plasma cells, histiocytes, lymphocytes 
and eosinophils, suggestive of IMT. The patient is 
asymptomatic on follow-up. 

Figure 1: Computed Tomography (CT) Scan 
of the patient showing an 8.8x7.2x5.4cm ill-
defined heterogeneous, enhancing lesion, mostly 
neoplastic, arising from the mesentery and 
encasing the small bowel; Areas of soft tissue, 
fat attenuations and calcifications can be seen.

IMT, first described by Brunn in 1939, has been 
classified as an intermediate neoplasm in the current 
World Health Organization histologic typing in 2003. 
(2-4) In children, extra pulmonary IMT occurs in 
the mesentery, liver, retroperitoneum, bladder, 
head and neck, extremities, appendix and kidneys. 
(1) Clinical presentation depends on the site of 
the tumour. Intra-abdominal tumours present with 
abdominal lump, distention, fever and weight loss 
clinically mimicing other intra-abdominal tumours like 
sarcoma, lymphoma, adenocarcinoma, GIST, desmoid 
tumor or Carcinoid. (2) Radiological imaging usually 
reveals a solid well-defined mass with calcifications, 
often with central necrosis. (1) Percutaneous 
biopsy is a useful tool for making diagnosis, which 

depends on the appearance of the myofibroblasts 
with an inflammatory infiltrate consisting of plasma 
cells, lymphocytes and occasionally histiocytes. 
(1,4) Complete surgical resection is the mainstay 
of cure. (1) Role of chemotherapy, radiotherapy 
and immunotherapy is minimal and controversial. 
Diagnosis is histopathological; the differentials 
being spindle cell tumours of other lineages and 
pseudo-neoplastic proliferations. Frequent clonal 
alterations in the chromosome 2p23 have been also 
found associated. (1) Spontaneous regression by 
conservative management with antibiotics, steroids 
or even no treatment have been reported. (4) There 
has been ambiguity in determining the origin of this 
tumour-whether it is a post-inflammatory process or 
a true neoplasm. (1) It is argued that IMT can occur 
after surgery, trauma, radiotherapy, steroids and also 
in association with infections like Mycobacterium avium 
intracellulare, Cornyebacterium, Campylobacter jejuni, 
Bacillus sphaericus, Coxiella burnetti, Ebstein Barr virus 
and Escherichia coli. (1,5) The prognosis depends upon 
the site and age of the patient. (1) Local recurrence and 
metastasis is common. (1) Long-term follow up with 
appropriate blood investigations and imaging based on 
clinical symptoms is mandatory.
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