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Commentary
An Inflammatory Myofibroblastic Tumour (IMT), also known as an inflammatory pseudo tumours, can recur and behave 

aggressively. The cancer is also known as pseudosarcomatous myofibroblastic proliferation or inflammatory myofibro histolytic 
proliferation, and it involves myofibroblastic spindle cells as well as the infiltration of inflammatory lymph plasma cells and 
eosinophil’s. IMT can occur in a variety of extra pulmonary sites, including the colon, genital tract, spleen, and orbital region, in 
addition to the lungs. Around 30% of IMT patients may have clinical manifestations of inflammation symptoms.

The World Health Organization classifies IMT as an intermediate soft tissue tumour because it can be locally invasive and 
reoccur. In IMT, multifocal disease and distant metastases are uncommon. Nonetheless, epithelioid inflammatory myofibroblastic 
sarcoma (EIMS), a rare subtype of IMT, has a high rate of local recurrence and distant metastases. Surgery is still the mainstay 
of treatment for localised IMT, whereas systemic therapy is used in advanced disease or tumour sites that are inoperable. 
High-dose corticosteroids, non-steroidal anti-inflammatory drugs, cyclosporine A, vinblastine/methotrexate or doxorubicin-
based chemotherapy, and local radiotherapy are all common treatments. Because activating rearrangements of the anaplastic 
lymphoma kinase (ALK) gene were found in 50% of cases, targeting ALK is a promising treatment option for IMT. Other actionable 
genomic alterations, such as ROS1, RET, NTRK, and PDGFR infusion, could be therapeutic targets as well. Despite significant 
progress in the treatment of IMT using various approaches, the development of standardised systemic therapy and effective 
clinical management approaches is urgently needed. The first risk stratification for IMT was performed at China Children's Medical 
Centre (CCMC).

Treatment response and toxicity

To evaluate treatment response, a modified Response Evaluation Criteria in Solid Tumors (RECIST) was used. The absence of 
all lesions for more than 4 weeks was defined as complete remission (CR). Partial remission (PR) was defined as a decrease in 
primary tumour size of more than 64% and a decrease in metastatic lesions of more than 30%, with no new metastatic lesions. 
Progressive disease (PD) was defined as an increase in the size of the primary tumour of more than 40% or the appearance of 
new lesions. Between PR and PD, there was stable disease.

Before each cycle of chemotherapy, the necessary examination, which included haematological, and biochemistry tests, an 
electrocardiogram, and an electrocardiograph, was completed. The National Cancer Institute Common Terminology Criteria for 
Adverse Effects were used to grade treatment-related side effects [1-5].

Surgery was still the most commonly used treatment. For patients in Group I, a "wait and watch" strategy was used. The need 
for adjuvant treatment after surgery for patients in Group II should be determined on an individual basis. Patients in Group III 
should receive systemic chemotherapy following surgical resection or biopsy alone. Although systemic chemotherapy was the 
primary treatment for patients in Group IV, ALK inhibitors may be an alternative option for ALK positive patients. Nonetheless, 
larger-scale studies with a larger patient population are required to assess treatment efficacy.

References
1. Nakagawa, R, Inoue Y, Ohki, T. Efficacy and short-term outcomes of preoperative chemoradiotherapy with intermittent oral tegafur-uracil plus 

leucovorin in Japanese rectal cancer patients: a single center experience retrospective analysis. World J Surg Onc. 2017 ; 15 : 112.

2. Tomoda H, et al. [Pyrimidine nucleoside phosphorylase activity, 5-fluorouracil concentration and thymidylate synthase inhibition rate in 
colorectal cancer after oral administration of 5'-doxifluridine]. Gan To Kagaku Ryoho. 1997 ;24:971-974.

3. Zheng JF, Wang HD. 5-Fluorouracil concentration in blood, liver and tumor tissues and apoptosis of tumor cells after preoperative oral 
5'-deoxy-5-fluorouridine in patients with hepatocellular carcinoma. World J Gastroenterol.2005; 11:3944-3947.

9

mailto:Serenabertozzi@gmail.com
https://pubmed.ncbi.nlm.nih.gov/28566093/
https://pubmed.ncbi.nlm.nih.gov/28566093/
https://pubmed.ncbi.nlm.nih.gov/9212806/
https://pubmed.ncbi.nlm.nih.gov/9212806/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4504902/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4504902/


2J Nurs Health Sci | Volume 8 | Issue 2 | February, 2022

Research & Reviews: Journal of Nursing & Health Sciences

4. Pucciarelli S, et al. Complete pathologic response following preoperative chemoradiation therapy for middle to lower rectal cancer is not a 
prognostic factor for a better outcome. Dis Colon Rectum. 2004;47:1798-1807.

5. Wiegering A. et al. Multimodal therapy in treatment of rectal cancer is associated with improved survival and reduced local recurrence - a 
retrospective analysis over two decades. BMC Cancer. 2014;814: 816.

https://pubmed.ncbi.nlm.nih.gov/15622571/
https://pubmed.ncbi.nlm.nih.gov/15622571/
https://bmccancer.biomedcentral.com/articles/10.1186/1471-2407-14-816
https://bmccancer.biomedcentral.com/articles/10.1186/1471-2407-14-816

