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A Case of Laryngeal Inflammatory Myofibroblastic Tumor

Sang Gyu Park, MD1, Yeseul Kim, MDZ, Jun Hyun Woong, MD1, Chang Myeon Song, MD™

Department of Otolaryngology-Head and Neck Surgery1, Pathalogyz,
College of Medicine, Hanyang University, Seoul, Korea

Inflammatory myofibrolastic tumor (IMT) is a rare borderline neoplasm. It frequently occurs in the lung but
occasionally occurs in extrapulmonary sites such as the genitourinary tract, gastrointestinal tract, breast, salivary
glands, sinonasal tract, orbit, and the central nervous system. Laryngeal involvement of IMT is very rare.

A 61-year-old woman who complained of hoarseness persisting for 3 months visited our hospital. Laryngoscopy
showed an elevated lesion in the right true vocal cord. Incisional biopsy was confirmed as larygeal inflammatory
myofibrolastic tumor. We performed a transoral excision with CO2 LASER under suspension examination. Regional
recurrence or distant metastasis was not observed after 9 months of follow-up. Herein we report a case of larygeal
inflammatory myofibrolastic tumor that was treated with surgery alone, with a literature review.

Key Words : Inflammatory myofibrolastic tumor « Larynx * Vocal fold
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Fig. 1. Preoperative flexible laryngoscopy showed a right vo-
cal fold protruding mass.
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Fig. 2. Preoperative coronal (A) and axial (B) view of confrast-enhanced neck CT. These scan showed a superficial elevated

enhancing mass on the right vocal fold.
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Fig. 3. Microscopic findings. (A) Myxoid lesion composed of spindle and inflammatory cells under normol epithelium. (H&E, X100)
(B) Interlacing bundles of spindle and polygonal cells intermingled with lymphocytes and plasma cells. (black arrows, H&E,
X400) (C) Distinctive Alk-1 cytoplasmic immunoreactivity in spindle and polygonal cells. (black arrows, X400)



Fig. 4. Flexible laryngoscopy (A) Enlarged right vocal fold mass after incisional biopsy (B) Decreased right vocal fold mass before

second operation.

Fig.5. Flexible laryngoscopy after total excision shows no
recurrence.
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Fig. 6. Coronal (A) and axial (B) view of contrast-enhanced neck CT 9 months after total excision.
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