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ABSTRACT 

Inflammatory myofibroblastic tumor is a term used to describe a benign and rare process most commonly involving the 
lung and orbit but found in nearly every site in the body. This entity has been described by several names and histologic 
presentations and as mimicking neoplastic processes.  

We report a rare case of Inflammatory myofibroblastic tumor in the right posterior mediastinum. The diagnosis was 
confirmed through the pathological examination of the surgical specimen. This case highlights the uncommon 
localization of the tumor in the mediastinum and its surgical resection technique. 

Keywords: Mediastinum, Inflammatory myofibroblastic tumor, Video assisted thoracic surgery, Posterior 
mediastinum. 

1 INTRODUCTION 

Inflammatory myofibroblastic tumor or inflammatory pseudotumor is a rare benign tumor composed of spindle cells 
with variable infiltrate of inflammatory cells and fibrous tissue. Although the lung is the best known and most common 
site, inflammatory myofibroblastic tumor occurs in diverse extrapulmonary locations (1).  

2 CASE REPORT 

A 37-year-old patient, without any notable medical history, has been experiencing occasional chest pain for the past 7 
years; not related to respiration; there were no other pulmonary manifestations. His vital signs and physical 
examination were unremarkable. 

A chest X-ray was conducted, indicating a well-delineated opacity present in the posterior mediastinum. He was referred 
to our department for further surgical treatment. Computed tomography of the chest demonstrated a large masse in the 
right posterior mediastinum, there was no evidence of metastases or lymphadenopathy. The MRI revealed a 55mm oval 
lesion located at the costovertebral groove level, exhibiting a mixed intense signal on T2 and low signal on T1, 
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accompanied by marked enhancement and central necrosis. The boundaries appear well-defined with regular contours. 
Additionally, there is foraminal enlargement at the D8-9 level, resulting in a pseudo-hourglass configuration (Figure: 1). 

The surgical procedure involved a thorough excision of the tumor via right Video-Assisted Thoracoscopic Surgery 
(VATS). During exploration, a solid subpleural mass was discovered situated within the costovertebral groove, 
ensconced in the intercostal space, and firmly attached to the neighboring structures, exhibiting significant vascularity. 

On gross pathology a 5 cm rounded encapsulated nodule, exhibiting a grayish-white heterogeneous appearance with a 
fleshy cystic center and hemorrhagic rearrangement, in proximity to the intact capsule. 

Histopathology revealed a spindle cell proliferation with an inflammatory component consisting of plasma cells and 
small lymphoid cells. Immunohistochemical investigations were positive for muscle specific actin; EMA and S100; and 
negative for cytokeratine stains; CD34 and desmine. Because of these findings a malignant tumor such a sarcoma was 
unlikely and the process was diagnosed as an inflammatory pseudotumor. 

3 DISCUSSION 

 Inflammatory myofibroblastic tumor is a rare neoplasm that originates in the soft tissues and is composed of distinctive 
pseudosarcomatous inflammatory lesion with spindle cell proliferation (1). Histologically, inflammatory pseudotumor 
is composed of fibrosis, necrosis, granulomatous reaction and various inflammatory cells including histiocytes, 
myofibroblasts, plasma cells, and lymphocytes (2). The most frequently reported site of IMT is in the lung, while it 
occurs less commonly in the liver, spleen, stomach, orbit, urinary bladder (3), and rarely, the mediastinum. IMT was 
originally viewed as a reactive tumor-like lesion because of the favorable outcome of most of these lesions after 
complete surgical resection. However, the local recurrence rate of IMT is approximately 25%, and the metastatic rate 
ranges from 5% to 11% in various studies (1;4;5). 

The clinical behavior is generally considered indolent depending on the site of the lesion and the symptoms could result 
from pressure exerted on adjacent structures; leading to manifestations such as dyspnea; chest pain or hemoptysis. 
Imaging findings are non-specific; CT may show mediastinal IPT encasing various structures. The lesion is often 
heterogeneous on contrast-enhanced images, reflecting its varied cellular components (2).  

It remains difficult to distinguish IMT from a malignant tumor on the basis of imaging.  

The differential diagnosis in mediastinum includes several neoplastic and non-neoplastic conditions, such as solitary 
fibrous tumor (SFT), inflammatory fibrosarcoma, Hodgkin’s disease, neurogenic tumors and sclerosing/fibrosing 
mediastinitis (6). 

In general, the primary therapeutic approach is surgery if the anatomic location is amenable to a resection. If operative 
extirpation is not possible, these lesions are typically biopsied and observed, or treated with a variety of regimens that 
may encompass non-steroidal anti-inflammatory agents, steroids, radiation, and chemotherapeutic agents (7). 
Spontaneous regression of IMT has been reported sporadically in lung, liver, orbit, urinary bladder, and elsewhere (8). 

4 CONCLUSION 

IMT is a rare tumor that can develop in any location. However, its occurrence in the mediastinum is rare. The primary 
focus of treatment should remain on achieving complete surgical removal to avoid recurrence. 
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