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ABSTRACT

Inflammatory myofibroblastic tumor (IMT) is a rare benign lesion 
found in many locations throughout the body and genitourinary 
tract. In bladder, being very uncommon, it arises from submu-
cosal stroma as a polypoidal growth, and is easily mistaken 
for a malignant neoplasm—both clinically and radiologically. 
Essential criteria for the diagnosis of IMT are spindle myoepi-
thelial cell proliferation and lymphoplasmacytic infiltrate. Here, 
we report a case of a 29-year-old male who presented with 
painless gross hematuria for 3 days. The patient underwent 
transurethral resection of the tumor and the final pathological 
diagnosis was IMT of the bladder.
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INTRODUCTION

Inflammatory myofibroblastic tumor (IMT) is a rare 
tumor with a malignant potential, and is also known 
as inflammatory pseudotumor. It has been described in 
many organs including lungs1 being the most common, 
liver,2 and skin.3 In genitourinary tract (GUT) system, it 
likely starts in the bladder, but has also been reported in 
kidney, ureter,4 prostate, and epididymis.5

The first case of bladder IMT was reported by Roth in 
1980.6 A study including 42 cases of IMT of the bladder 
was reported by American pathologists in 2006.7 A high 
index of suspicion is required for the diagnosis of IMT, 
as it is often difficult to distinguish from its malignant 
counterpart, and being locally aggressive, close follow-
up is warranted. Here, we report a new case of IMT of 
urinary bladder and discuss its clinical presentation, 
diagnosis, and management.
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CASE REPORT

A 29-year-old male presented to the urology outpatient 
department with complaint of gross painless hematuria 
with passage of clots since previous 3 days/1 week. The 
patient complained of burning micturition and denied 
any history of fever, trauma, recurrent urinary tract infec-
tion, bladder instrumentation, calculi, sexually transmit-
ted disease, or weight loss. There was no past history of 
similar complaints or tuberculosis. Initial ultrasound 
(Fig. 1) showed dependent mobile echogenic lesion on 
posterior wall of bladder measuring 42 × 30 mm in size 
and was likely to be cystitis with organized hematoma. 
However, computed tomography of kidneys, ureters, 
bladder showed irregular heterogeneously enhancing 
polypoidal lesion in bladder with almost similar size and 
no obvious suspicious lymph node. Lab studies showed 
decreased hemoglobin and microscopic hematuria, rest 
being normal. Cystopan-endoscopy revealed papillary 
growth of size approximately 3 × 2 cm on posterolateral 
wall of bladder with organized clot over it. Complete 
transurethral resection with deep biopsies was taken 
from the site. Microscopically, the report dictated nor-
mally appearing urothelium with edematous stroma and 
proliferating spindle cells. Cells showed mild degree of 
pleomorphism, elongated vesicular prominent nucleoli, 
and tapered cytoplasm with occasional mitosis. Stroma 
showed mixed inflammation including occasional eosino-
phil, extravasated red blood cells, and thin-walled blood 
vessels. On immunohistochemistry, tumor expressed 
desmin, smooth muscle actin, and anaplastic lymphoma 
kinase (ALK)-1, and final pathologic diagnosis was IMT 
of bladder with no muscle invasion.

DISCUSSION

The IMT of bladder is an uncommon tumor of contro-
versial nosology; it is at the edge between benign and 
malignant tumors and is also known as pseudosarcoma, 
atypical myfibroblastic tumor, atypical fibromyxoid 
tumor, plasma cell granuloma.8 It is idiopathic and no 
known predisposing condition exists for myofibroblastic 
tumor of the bladder.9 The first case was reported by 
Roth in 1980.6 It can affect any age group, but is more 
common in children and young adults with slight female 
preponderance (F:M ratio 3:4).6 The most common site 
for this tumor is lung.10 It is rare in the GUT, with the 
most common site being urinary bladder. A recent 
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report suggests that it is neoplastic because of its aggres-
sive behavior, involvement of chromosome 2p23, and 
cytogenetic monoclonality. Also, it has the potential for 
recurrence and persistent local growth. Essential crite-
ria for the diagnosis of IMT are spindle myoepithelial 
cell proliferation and lymphocytic infi ltrate (Fig. 2). 
Immunohistochemical staining may demonstrate posi-
tivity for ALK, vimentin, cytokeratin. The ALK has been 
described as a good marker for IMT.  11   Initial biopsy and 
full histopathological examination are recommended 
where complete resection is problematic. Complete sur-
gical resection is performed to avoid local recurrence. 
Being locally aggressive and diffi cult to distinguish from 
its malignant counterpart, a high index of suspicion is 
required for the diagnosis, and therefore, close follow-
up is warranted.   
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Fig. 1: Ultrasonography fi lm of tumor  Fig. 2: Immunohistochemistry image




