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Comparison of CT imaging features and pathology of adult pulmonary inflammatory
myofibroblastic tumor based on artificial intelligence software
SU Hai—yan, QI Ming-wei, JIA Shao—qing, YANG Li, WANG Qi, SHI Gao—feng
(Hebei Medical University Fourth Affiliated Hospital, Shijiazhuang 050011, China)

Abstract: Objective: To explore the CT features of inflammatory myofibroblastic tumor (IMT) of the lung in combination
with pathology to improve the understanding and diagnostic level of this disease. Methods: Combined with pathology, the
imaging and clinical data of 7 cases of pulmonary IMT confirmed by operation were analyzed retrospectively and the literature
was reviewed. Results: All 7 patients had solitary growth, 6 cases were peripheral type and 1 case was central type. Among
them, there were 2 cases of cystic solid mass, 4 cases of solid nodules, and 1 case of partial solid nodules. The tumor—lung
Junction was clear in 6 cases and blurred in 1 case. Lobulation was seen in 5 cases and burr in 1 case. Enhanced scan
showed moderate or obvious enhancement in 5 cases and mild enhancement in 2 cases. Pathology confirmed that 3 cases were
mucous/vascular type, 2 cases were spindle cell rich type and 2 cases were fibrous type. Conclusion: Pulmonary IMT is a
rare borderline tumor. The CT features of different pathological types are slightly different. Diagnosis requires pathological and
immunohistochemical examination.
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Figure la. Axial position of CT lung window: Peripheral mass in the lower lobe of the right lung, clear tumor-lung interface, marginal

lobulation.  Figure 1b. Axial position of CT mediastinal window: Cystic solid mass in the lower lobe of the right lung, the central cystic

composition was regular, no enhancement was found, and the solid components showed moderate enhancement. Figure lc. Pathology (HE

staining): Myofibroblasts in myxoid stroma were loosely arranged with a small number of plasma cells, lymphocytes and other inflammatory cells.
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Figure 2a. Sagittal position of CT lung window: The left lower lobe crosses the basal segment bronchial wall with irregular nodule,

clear tumor—lung interface, marginal lobulation, resulting in distal obstructive pneumonia. Figure 2b. Sagittal position of CT mediastinal

window: The enhanced scan showed inhomogeneous and obvious enhancement. Pathology confirmed that the bronchial wall was invaded. Fig-

ure 2c. Pathology(HE staining): Tight spindle myofibroblasts with a small number of plasma cells, lymphocytes and other inflammatory cells.
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Figure 3a. Axial position of CT lung window: The solid nodule of the upper lobe of the left lung, clear tumor—lung interface, marginal

lobulation with burr. Figure 3b. Al record the location, size, density and edge characteristics of the nodules, in which the VR map shows

that the edge of the nodules is not smooth. Figure 3c. Pathology (HE staining): Sparse tumor cells and inflammatory cells are distributed

under the background of collagen stroma.
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