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CASE REPORT

Introduction:
Infl ammatory myofi broblastic tumors (IMT) 
are rare soft  tissue tumors1. Th ey mainly involve 
the lungs of children, without sex predilection, 
whereas, extra-pulmonarylocations are mani-
fested mostly in the viscera with a slight pre-
dominance in females2. Th e etiology of these 
lesions is debatable. Th e clinical presentation is 
variable; however, the surgical resection remains 
the principle treatment of choice for these le-
sions3, 4. Here, we report a case of a middle-aged 
woman presented with acute abdomen. Th e 
clinical history, biochemical and radiological 
fi ndings preoperatively suggested gynecological 
problem. However, intra operative small intes-
tinal tumor was identifi ed with complete surgi-
cal excision. Post operative histopathologic ex-
amination and immunohistochemical stainings 
confi rmed IMT. 

Case Report:
A 22-year-old woman, previously medically fi t, 
was admitt ed to emergency department, Aseer 
Central Hospital, Abha, Saudi Arabia. On ad-
mission, she was complaining of vague gener-
alized abdominal pain for the last three weeks. 
Two days before admission, she started to com-
plain of severe intolerable cramping abdominal 
pain with no aggravating or relieving factors. 

Pain was associated with anorexia, nausea, vom-
iting and fever reaching up to 39oC with rigors 
and excessive sweating. On examination, patient 
was pale, in pain, feverish. She was found to be 
shocked (arterial blood pressure was 80/50 
mmHg., pulse was 118 beats per minute). Ab-
dominal examination showed mild abdominal 
distention, tenderness and rebound tenderness 
all over with maximum tenderness in hypogas-
tric region. No abdominal mass could be felt. 
Bowel sounds were sluggish. Immediate fl uid 
resuscitation was started together with broad 
spectrum antibiotic aft er which Th e patient 
slightly improved (arterial blood pressure was 
90/60 mmHg., pulse was 98 beats per minute) 
Laboratory investigations revealed leukocytosis 
(25.660 WBC/cmm), hemoglobin conc. (7.0 
gm/dL), Platelet count (219.000), INR (1.5), 
total bilirubin (3.2), direct bilirubin (1.4) and 
negative pregnancy test. An abdominal comput-
ed tomography (CT) scan was performed (fi g-
ure 1), that showed a midline pelvic mass which 
is complex cystic lesion with solid component 
measuring (12x14x9 cm) in dimensions. Th ere 
was mild fl uid collection in the pelvis, right iliac 
fossa and peri-splenic region. Left  ovary could 
not be seen. CT impression was “lower pelvic 
complex cystic and solid lesion likely originated 
from left  adnexa”. 
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Patient underwent diagnostic laparoscopy in 
the presence of gynecological consultant. A 
pelvic mass was found but with mobilization it 
was found to originate from the middle part of 
small intestine (fi gure 2) , seems infl ammatory, 
and completely separable from normal pelvic 
organs. A large amount of turbid fl uid collection 
was found in the pelvis and para colic gutt ers. 
Th e decision was taken to continue laparoscopi-
cally with resection of the lesion with safety 
margin and side to side stapled anastomosis 
of distal and proximal healthy intestinal seg-
ments. Aspiration of turbid fl uid was done for 
culture and antibiotic sensitivity study followed 
by thorough washing of the abdominal cavity 
through multiple irrigation and suction with no 
drain insertion. Laparoscopic exploration of the 
abdomen revealed no other abnormality. Th e 
postoperative course was uneventful. Th e cul-
ture and antibiotic sensitivity study revealed E 
coli and was sensitive to the postoperative anti-
biotics received by the patient (tazobactam 4.5 
gm IV TID and metronidazole 500 mg IV TID). 
Th e leukocytic count and bilirubin went back to 
normal values. Th e patient was referred to medi-
cal care for treatment of anemia. Patient was dis-
charged 7 days aft er operation with iron prepara-
tions for treatment of anemia. One month later, 
hemoglobin was greatly improved (12.9 gm/
dL). Patient was followed up aft er six months 
and one year, patient was totally free, CT chest 
and abdomen was unremarkable. 

Pathological fi ndings:
Grossly, the specimen consisted of a resected je-
junum and mesentery. Th e jejunum was 19 cm 
in length and 2.5 cm in circumference. Th ere 
was a submucosal grayish soft  tissue mass mea-
suring 7.0x5.0x2.0 cm located about 9.0 cm 
from one end and 5.0 cm from the other end. 
Th is mass was extending to the mesenteric area 
and its cut sections showed small rounded yel-
lowish tissue surrounded by necrotic tissue. Th e 
serosa showed purulent exudation. Th e overly-
ing mucosa appeared edematous and ulcerated 
due to the mass eff ect of the underlying tumor 
mass. Histologically, the tumor showed a pre-
dominantly myxoid vascular patt ern consisting 
of plump myofi broblasts in an edematous and 

myxoid stroma, with abundant vessels and an 
infi ltrate of plasma cells, lymphocytes and eo-
sinophils. Only occasional mitotic fi gures were 
identifi ed in these areas. Th e spindle cells were 
immunoreactive for vimentin, CD34m, smooth 
muscle actin (SMA) in the spindle cells cyto-
plasm (fi gure 3). Th e tumor was non-immuno-
reactive for cytokeratin. Special fungal stains 
(PAS and GMS stains) as well as acid fast bacilli 
stain showed negative results. 

Discussion:
IMT was fi rst described by Dr. Brunn in 1939. 
Scientific confusion existed for several years 
as regard this lesion, this was refl ected by the 
several terms that have been used to desig-
nate this lesion, such as inflammatory pseu-
dotumor, inflammatory fibroid tumor, eo-
sinophilic granuloma, plasma cell granuloma, 
xanthomatous pseudotumor, inflammatory 
myofibrohistiocytic proliferation and 
inflammatory fibrosarcoma5. Nowadays, IMF 
tumor is considered as a rare spindle-cell lesion 
of intermediate malignant potential, occurring 
in both pulmonary and extra- pulmonary tis-
sues6,7. Sites of extrapulmonary IMT may in-
clude the upper respiratory tract, mesentery/
omentum, genito-urinary tract, gastrointestinal 
tract, retroperitoneum, pelvis, head and neck, 
trunk and extremities8. In the present case, the 
IMT was found to originate from the jejunum 
which is considered a rare site as most of the 
IMT originating from the small intestine usually 
originate from the terminal ileum9. 

Th e cause of IMF tumors is unclear. Many au-
thors have postulated a post infl ammatory pro-
cess. Evidence to support a directly infectious 
etiology is scanty, but an immunological re-
sponse to an infectious agent or noninfectious 
agent remains possible. Others have focused 
on the potential relationship between the EBV 
and IMT. On the other hand, some reporters 
demonstrated that IMF tumors are true neo-
plasms7,10. 

Preoperative diagnosis of IMT is impossible. 
Clinical presentation of intra-abdominal IMT 
depends on its location and growth patt ern, 
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symptoms are usually vague and vary markedly. 
In general, the most common initial symptoms 
and signs are palpable mass, abdominal pain, 
weight loss, or fever. Laboratory abnormali-
ties are present in a minority of patients and 
include an elevated erythrocyte sedimentation 
rate (ESR), anemia, thrombocytosis, or hyper-
gammaglobulinemia, which oft en resolve aft er 
resection. Occasionally, IMT presented with 
symptoms like acute abdomen9,11. Our case pre-
sented clinically with the typical vague presen-
tations of IMT, acute abdomen and fever with 
anemia, that complicated later with septic shock 
and jaundice. CT suggested left  adnexal mass. 
Even intra operative fi ndings were suggesting 
infl ammatory process. Only post operative his-
topathology and immune histochemical studies 
could diagnose IMT. 

Surgical resection is usually done for lesions 
that are further diagnosed as IMT. Few authors 
reported spontaneous resolution or successful 
resolution of these tumors with steroids, radio-
therapy, chemotherapy or even non-steroidal 
infl ammatory drugs (NSAIDs) such as ibupro-
fen7. However, surgical excision with clear resec-
tion margins is proposed as the principle treat-
ment in all cases. 

Th e behavior of the tumour has a wide spec-
trum. Moli et al found that a variety of biologic 
behaviors ranged from the frequently benign le-
sion to more aggressive variants could be seen 
in IMTs1,5. Th ere is increasing cytogenetic evi-
dence that IMT is a neoplasm with actual ma-

lignant potential, as demonstrated by the pres-
ence of clonality in a few cases. It is increasingly 
recognized that this tumor is potentially locally 
aggressive and capable of distant metastasis 
with substantial morbidity and mortality12. Lo-
cal recurrences were associated with abdomino-
pelvic site, larger size, and older age, occurring 
in about 10% to 25% cases of abdominal tumors 
especially within a year of surgery. Distant me-
tastases were associated with younger age, larger 
size, and both abdomino-pelvic and pulmonary 
sites13,14. Post operative adjuvant treatments 
such as adjuvant chemotherapy or radiotherapy 
have been tried in the past5 and proved to have 
no or only litt le benefi t for the patient10. For re-
current or metastatic tumor, re-excision or me-
tastasectomy is enough to treat these lesions7. 

In our case, the tumor size was 7.0 cm, and com-
plete resection was successfully done. Follow up 
(up to one year) showed no recurrence. Th e be-
havior of the tumour in the current case seems 
benign but as an extrapulmonary tumour, fur-
ther follow up protocol including radiological 
and laboratory tests such as ESR, gammaglobu-
lin, or Hb, might be important. 

Conclusion:
IMTs are rare tumors, true neoplasms, the be-
havior of which has a wide spectrum ranging 
from benign to locally malignant to aggressive 
metastatic tumors. Histomorphological features 
and immunohistochemical analysis constitute 
the main stay of diagnosis. Surgical excision 
with safety margins is the principle treatment 

Figure 1: Abdominal CT showing 
the tumour as a pelvic complex cystic 
and solid mass originating fr om left  
adnexa

Figure 3: Photomicrograph show-
ing spindle myofi broblastic cells 
with interspersed lymphocytes and 
plasma cells. (original magnifi ca-
tion x 400 Hematoxylin and Eosin 
stain). Inset shows myofi broblastic 
tumor cell

Figure 4: Photomicrograph show-
ing spindle cells with diff use cytoplas-
mic staining for smooth muscle actin. 
(original magnifi cation x 400, im-
munoperoxidase staining).

Figure 2: Th e surgical specimen 
showing the tumor arising fr om the 
small intestine
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with a long-term multidisciplinary follow up. 
As we are dealing with a rare tumor, awareness 
of the tumor among surgeons, radiologists, and 
pathologists is essential for proper diagnosis and 
management. 
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