
introduction 
Primary tracheal tumours are relatively rare and are 
usually malignant (80%–90%) in adults1 and benign 
(60%–70%) in children.2 These make up only about 2% of 
all tumours that arise from the upper airways. Most of the 
tracheal tumours are squamous cell carcinomas or adenoid 
cystic carcinomas. Inflammatory myofibroblastic tumour 
(IMT) is rare constituting 0.04%–0.07% of all respiratory 
tract tumours and usually presents in children under 16 
years of age.3 As patients with tracheal tumours initially 
present with non-specific respiratory symptoms, definitive 
diagnosis is often delayed. Chest computed tomography 
is an important imaging modality to diagnose and stage 
patients with suspected tracheal neoplasms. Bronchoscopy 
is essential to make histopathological diagnosis. Persistent 
or progressive local disease can cause complications, like 
haemorrhage, tracheal stenosis, or oesophageal-tracheal 
fistula.

case report 
A 43-year-old female with no known co-morbidities, 
presented with dyspnoea and episodes of haemoptysis 
since preceding 8-9 months. She was being treated 
symptomatically before reporting to us. At presentation, 
stridor was the only abnormal finding on physical 
examination. She was unable to perform pulmonary 
function testing because of respiratory distress. Laboratory 
investigations were normal.  Chest radiograph was normal. 
Thereafter, computed tomography (CT) of the chest was 
done which revealed endotracheal mass obliterating the 
lumen of the trachea (Figures 1A & B). 
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abstract

Inflammatory myofibroblastic tumours (IMTs) are rare neoplasms with benign clinical course. Although the aetiology is 
unclear, it is believed that IMTs are true neoplasms rather than a reactive or inflammatory lesion. We present the case of a 
43-year-old female who presented to us with respiratory symptoms. She was being treated for bronchial asthma for the 
preceding nine months. Diagnostic testing revealed pedunculated tracheal tumour on computed tomography of the 
chest. Tracheostomy and tumour coblation was performed under general anaesthesia and histopathology revealed IMT.  
[indian j chest dis allied sci 2019;61:99-100]
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figure 1. computed tomography of the chest (coronal and axial 
view) showing tracheal tumour obliterating >95% of its lumen.

Flexible fibreoptic bronchoscopy showed a smooth-
surfaced, pedunculated mass arising from the posterior 
tracheal wall in the lower third of the trachea (Figure  2A). 
The bronchoscope could not be negotiated beyond the 
tumour. Tracheostomy followed by tumour excision 
with coblation was done under general anaesthesia. On 
histopathological examination (Figure 2B), diagnosis of 
IMT was made. Immunohistochemistry demonstrated 
positivity for smooth muscle actin (SMA), caldesmon and 
anaplastic lymphoma kinase-1 (ALK-1) which confirmed 
IMT.  The patient’s symptoms resolved completely and 
subsequently tracheostomy tube was removed on third 
post-operative day. Check bronchoscopy was done before 
discharge which was essentially normal.

discussion
Primary tracheal tumours account for 0.1%-0.4% of all 
malignant diseases.4 IMTs, a rare variant constitute 20% of all 
primary lung tumours and 57% of all benign lung tumours. 
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The various other name of this entitiy include inflammatory 
pseudotumour, histiocytoma, fibroushistiocytoma, 
xanthoma, xanthofibroma, xantogranuloma  and plasma 
cell granuloma.5 Although the lung is the most common 
site for these tumours, IMTs may also develop in other sites, 
such as stomach, orbit, mesentery, heart, gastrointestinal 
tract, adrenal gland and central nervous  system.

The symptoms of IMTs are usually non-specific and 
depends on the site and size of the lesion. Patients usually 
present with respiratory symptoms, such as dyspnoea, 
stridor, chronic cough, haemoptysis and pleuritic chest 
pain. In the small subset of patients with endobronchial 
lesions, the presentation may be acute due to post-
obstructive pneumonia or symptoms associated with 
airway obstruction. Some cases have been mis-diagnosed 
and treated as asthma6, as in our case.

Radiographic investigations with chest radiograph, 
CT and endoscopy are the used  in the diagnostic work-
up of obstructive tracheal lesions.7 Average diameter of 
tumour ranges from 5cm to 10cm, although tumours up 
to 20cm have also been reported.8,9 Macroscopically, these 
appear lobular, multinodular and hard masses. In our case, 
the tumour was pedunculated, round, smooth surfaced, 
about 1.5 centimetres and above the carina. Histologically, 
the tumour is composed of myofibroblastic spindle cells 
infiltrated by plasma cells, lymphocytes and eosinophils. 
IMTs are locally invasive tumours with a recurrence rate of 
18% to 40% and have metastatic potential.

Diagnosis is usually delayed as symptoms are non-
specific. Management includes interventional endoscopy, 
surgery, radiotherapy and endoluminal brachytherapy. 
However, complete surgical resection is the gold standard.10 
This is preferable modality to endoscopic resection 
particularly when the tumour is not pedunculated or 
seems to grow deep into the wall.  Tumour resection can 
be done either bronchoscopically with biopsy forceps, 
carbon dioxide laser or open surgical intervention with 

segmental tracheal resection. Adjuvant radiotherapy and 
chemotherapy are reserved for the aggressive variants. The 
prognosis after radical resection is excellent. Radiotherapy 
alone is a possible treatment option in inoperable cases. 
Endobronchial brachytherapy may be used for tracheal 
tumours11, especially if the tumour is small in size. The 
overall prognosis remains good but patient needs regular 
follow-up to detect early recurrence.

In conclusion, Inflammatory myofibroblastic tumour 
are a rare variant involving the airways and should be 
considered as differential diagnosis in cases presenting 
with respiratory distress due to upper airway obstruction. 
Complete surgical resection is the gold standard. 
Radiotherapy and chemotherapy should be considered 
after surgery in case of metastasis or recurrence or in cases 
where tumour is not amendable to resection. It is only 
through vigilant observation, knowledge and clinical skills, 
a physician can diagnose and treat timely with certainty, as 
our patient was mis-diagnosed initially requiring frequent 
hospital visits and compromising her quality of life.
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Figure 2. (A) Bronchoscopic view of the tracheal tumour and 
(B) photomicrograph of the excised tracheal tumour showing 
inflammatory myoblastic tumour (Haematoxylin and eosin, X 400).
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