
International Journal of Surgery Case Reports 92 (2022) 106786

Available online 24 January 2022
2210-2612/© 2022 Published by Elsevier Ltd on behalf of IJS Publishing Group Ltd. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).

Case report 

Inflammatory myofibroblastic tumour: case report of a rare form of 
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A B S T R A C T   

Introduction and importance: Inflammatory myofibroblastic tumour (IMT) is a rare tumour with malignant po-
tential and has been described in many major organs with the most frequent site being the lungs. However, 
bladder is an extremely rare location. IMT presents a unique diagnostic challenge because of the characteristics it 
shares with malignant neoplasms. 
Case presentation: Here we report the case of a 47-yearold male who presented with storage lower urinary tract 
symptoms associated with non-specific lower abdominal pain for one month duration. Contrast-enhanced 
computed tomography of abdomen and pelvis revealed a 6 cm tumour at the dome and left side anterior wall 
of the bladder. He underwent laparotomy and partial cystectomy. Histopathology results were consistent with an 
IMT. 
Clinical discussion: Even though bladder IMT is indolent in course, typical IMTs can be locally aggressive. Due to 
the lack of specificity in clinical symptoms, it is not easy to arrive at a precise diagnosis before surgery. Hence, 
the final diagnosis depends on histomorphological features and the immune histochemical profile. 
Conclusion: It can be challenging to distinguish IMT from malignant neoplasms both clinically and histologically. 
As such, local surgical resection with close follow-up remains the mainstay of treatment for urinary tract IMT.   

1. Introduction 

Inflammatory myofibroblastic tumour (IMT) is an extremely rare 
clinical and pathological disease entity that has been reported in mul-
tiple anatomic locations, with the most frequent site being the lungs. It 
can also be found in head and neck soft tissue, abdominal cavity, 
omentum, retroperitoneum and other tissues and organs. However, the 
IMT is rarely encountered in the urinary tract [1]. 

In 1994, the World Health Organization (WHO) defined IMT as an 
intermediate soft tissue tumour with a background proliferation of 
spindle cells associated with a variably dense polymorphic infiltrate of 
mononuclear inflammatory cells [2]. Children and young adults are 
affected very often, but IMTs may occur along with the entire age range, 
with a slight predominance for women is discussed in some studies [3], 
while others report a male predominance [4]. The aetiology of IMT is 
unknown; theories include an inflammatory reaction to an infection or 

an underlying low-grade malignancy. However, immunohistochemical 
staining of IMT reveals the presence of IgG-predominant, polyclonal 
plasma cells. This finding lends support to the theory that IMT is a 
reactive inflammatory process [5]. 

Eventhough it is indolent in nature IMT presents a unique diagnostic 
challenge because of the characteristics it shares with aggressive ma-
lignant neoplasms. So it is essential to distinguish this tumour from other 
malignant spindle cell tumours, such as the sarcomatoid variant of 
urothelial carcinoma, leiomyosarcoma and benign lesions such as post- 
operative spindle cell nodule of bladder [6]. 

The outcome of these tumours can vary depending on anatomic 
location where lung and bladder tumours typically have a more favor-
able outcome. However, IMTs may locally recur in 25% of patients with 
abdominopelvic tumours. Patients may rarely develop metastatic dis-
ease; common sites include the lung, liver, bone, and brain [7]. 

We report a case of IMT of the urinary bladder in a 47-yearold male 
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treated by partial cystectomy, and Histopathology results were consis-
tent with an IMT. 

This case report has been written according to the SCARE 2020 
criteria [12]. 

2. Presentation of case 

A 47-year old male mason was presented with a burning sensation 
while passing urine, mild lower abdominal pain, urgency and frequency 
for one month. He denied hematuria and fever with chills. He has no 
history of urinary tract infection, instrumentation, trauma or any other 
urological problems. His past medical, surgical and family history were 
not significant. 

The examination was essentially unremarkable other than mild 
abdominal tenderness in the suprapubic region. 

An abdominal Ultrasound scan revealed heterogeneously hyper-
echoic polypoidal mass located in the left lateral wall and dome of the 
bladder. Urine analysis and other blood investigations, including renal 
profile were normal. Contrast-Enhanced computed tomography (CECT) 
was performed and confirmed the presence of a tumour at the dome of 
the bladder and left side anterior bladder wall measuring 6 × 5.7 × 5.5 
cm abutting the sigmoid colon. There was not metastasis. Lymph node 
was not involved (Fig. 1). 

Biopsy of the tumour was taken with rigid cystoscopy, which 
revealed a solitary extra mucosal exophytic polypoidal tumour with 
surrounding oedema with normal surface mucosa at the dome of the 
bladder and left side anterior bladder wall. Colonoscopy was normal up 
to caecum. 

After the cystoscopy & biopsy, patient developed continuous hae-
maturia; his haemoglobin was reduced to 8.4 g/dl prompting trans-
fusion of one unit of whole blood the day before the surgery. 

He subsequently underwent laparotomy and partial cystectomy of 
urinary bladder tumour with 1 cm margin under general anaesthesia. 
Intraoperative findings showed a large solid bladder mass measuring 6 
× 6 × 5 cm not infiltrating to sigmoid colon or any adjacent organs. We 
clinically diagnosed it as a mesenchymal tumour. Excised mass was sent 

for histological examination (Fig. 2). 
He was discharged on the third postoperative day, and the urinary 

catheter was removed on day 14. 
Histologic examination of the excised mass displayed that the 

tumour infiltrated and extended from a subserosal to the mucosa. The 
tumour was composed of predominantly spindle and a few stellate 
myofibroblastic cells. There was a variable cellularity. Hypocellular 
areas showed scattered haphazard cells in an abundant myxoid stroma. 
Hypercellular areas showed spindle cell fascicles and storiform patterns 
in a myxofibrous stroma. Focal necrosis was present. Mitotic count was 1 
per h.p.f. Nuclear pleomorphism was absent. The serosal surface was 
intact and situated 3 mm away from the tumour at the closest point. The 

Fig. 1. CECT scan showed preoperative images of the bladder mass in the dome of the bladder and left side anterior bladder wall (indicated by arrow).  

Fig. 2. Large solid bladder mass approximately measuring 6 × 6 × 5 cm.  

B. Balagobi et al.                                                                                                                                                                                                                                



International Journal of Surgery Case Reports 92 (2022) 106786

3

tumour was situated 3 mm, 2 mm and 0.5 mm away from anterior, left 
lateral and posterior circumferential resection margins respectively. The 
mucosa was lined by transitional epithelium associated with Von 
Brunn's nests and cystitis cystica. Immunohistochemical stains showed 
that tumour cells were strongly positive for vimentin and diffusely 
positive for anaplastic lymphoma kinase (ALK). The tumour was nega-
tive for epithelial membrane antigen (EMA). Therefore leiomyosarcoma, 
carcinosarcoma and post-operative spindle cell nodule were excluded. 
Histopathology results were consistent with an IMT (Fig. 3). 

He was on regular clinic follow up for six months. Post-operative 
flexible cystoscopy and CECT abdomen and pelvis were normal. Pa-
tient was satisfactory about his clinical outcome. 

3. Discussion 

The most common initial manifestation of IMT of the bladder is 
painless gross hematuria, resulting in anaemia. Other symptoms may 
include frequency of urination and dysuria. Urinary tract obstruction 

may also occur [8]. The patient presented with vague symptoms like 
dysuria and abdominal pain. He did not have haematuria. 

Inflammatory myofibroblastic tumour of the urinary bladder is a rare 
condition of unknown aetiology. Several predisposing factors have been 
described, such as recurrent cystitis and prior urinary bladder surgery, 
but the cause and the pathogenesis remain controversial [9]. Consistent 
with this theory, we could not find any aetiology or risk factors in our 
patient. 

Due to the lack of specificity in clinical symptoms, it is not easy to 
arrive at a definite diagnosis before surgery. Therefore, usually, the final 
diagnosis depends on histomorphological features and the immune 
histochemical profile. Urologists, therefore, need to be aware of the 
possibility of rare cases of malignant bladder myofibroblasts. Inflam-
matory myofibroblastic tumour of the urinary bladder usually follows a 
benign clinical course. Therefore, the optimal curative management is 
conservative surgery, transurethral tumour resection or partial cys-
tectomy. Recognition of this diagnostic entity is vital to avoid unnec-
essary surgical management with resulting functional impairment [10]. 

Fig. 3. Histopathologic slides are showing a. variable cellularity (H & E, ×40) b. spindle cells (H & E, ×100) c. myofibroblasts and inflammatory cells (H & E, ×100) 
d. tumour cells stain strongly for vimentin (H & E, ×40) e. diffuse ALK positivity (H & E, ×400) f. EMA negativity (H & E, ×40). 

B. Balagobi et al.                                                                                                                                                                                                                                



International Journal of Surgery Case Reports 92 (2022) 106786

4

There are no standardized schemes regarding follow-up, but it is 
advisable since this tumour has 25% recurrence. However, given the 
indeterminate biological behavior of these tumours, continued moni-
toring of their clinical course is strongly recommended [11]. 

4. Conclusion 

This report describes a rare case of bladder IMT, which usually fol-
lows a relatively indolent course. However, it can be challenging to 
distinguish IMT from sarcomatoid carcinoma both clinically and histo-
logically. As such, local surgical resection with close follow-up remains 
the mainstay of treatment for urinary tract IMT. 
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