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INTRODUCTION: Inflammatory myofibroblastic tumor (IMFT) is an uncommon mesenchymal solid tumor
commonly documented in children and young adults. It is usually located in lungs however, extrapul-
monary involvement has also been reported. Here we report a case of IMFT presenting as an ileocecal
intussusception.
PRESENTATION OF CASE: A 55-year-old man presented with a two months history of colicky abdominal
pain, more intense at the right inferior abdominal quadrant, and unintentional weight loss of 8 kg in
Keywords: . . . .
Inflammatory myofibroblastic tumor the previous four months. Comp_uter tomography §howe.d an image of 1r.1tussuscept10n at the cecum.
Adult Colonoscopy demonstrated a pediculated tubular lesion, with the base near ileocecal valve. We performed
a right hemicolectomy. Histopathological examination of the tumor revealed an IMFT.
DISCUSSION: IMFT usually affects lungs with rare gastrointestinal involvement. Clinical presentation is
related with location of the neoplasm. Intussusception in adults presents with non-specific symptoms
and classical image signs facilitate preoperative diagnosis. IMFT diagnosis is histopathological which
usually implies surgical resection. Complete surgical excision, with microscopically clear margins, is the
mainstain of treatment, with virtually no local recurrence or metastasis.
CONCLUSION: Gastrointestinal IMFT are rare in the adult population and clinical features depend on its
location. Surgical approach with total excision of the neoplasm confirms the diagnosis. Prognosis is good
with the main prognostic indicator being the adequacy of the primary excision.
© 2016 The Authors. Published by Elsevier Ltd on behalf of IJS Publishing Group Ltd. This is an open
access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

Ileocecal intussusception
Case report

1. Introduction

Inflammatory myofibroblastic tumor (IMFT) is a rare soft tissue
neoplasm of unclear etiology composed of myofibroblastic spin-
dle cells accompanied by a dense inflammatory cell component
[1]. It occurs primarily in soft tissue and viscera of children and
young adults, although the age range extends throughout adult-
hood [2]. Lung is the site most commonly affected but virtually any
site may be involved, including spleen, stomach, intestine, liver,
mediastinum, retroperitoneum, bladder, and they can occur as sin-
gle or multiple tumors [2-5]. IMFT has been synonymously referred
to as plasma cell granuloma, plasma cell pseudotumour, inflamma-
tory myofibrohistiocytic proliferation, omental mesenteric myxoid
hamartoma, inflammatory pseudotumour [1]. All of these share a
key pathologic differentiation: a dominant spindle cell prolifera-

Abbreviations:  IMFT, inflammatory myofibroblastic tumor; CT, computed
tomography scan; ALK, anaplastic lymphoma kinase; GI, gastrointestinal; NSAID,
nonsteroidal anti-inflammatory drugs.
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tion with a variable inflammatory component. These spindle cells
are myofibroblasts, thus, the preferred term for reference should
be IMFT reflective of this pathologic feature. Here we describe the
case of a cecal IMFT presenting as an ileocecal intussusception.

2. Presentation of case

Our patient was a 55-year-old man with a past history of hyper-
tension and spine surgery. He went to our Emergency Department
with a two months history of colicky abdominal pain, more intense
at the right inferior abdominal quadrant. He had also uninten-
tional weight loss of 8kg in the previous four months. Physical
examination revealed tenderness in the right inferior abdomi-
nal quadrant. Laboratory tests were normal. He was investigated
with an abdominal ultrasound which revealed an image of ileoce-
cal intussusception (Fig. 1). The computed tomography (CT) scan
revealed an image of intussusception at the cecum, the intussus-
ceptum being a 12 mm hypodense, tubular image that seemed to
be the appendix (Fig. 2). He underwent colonoscopy which demon-
strated a pediculated tubular lesion, with the base near ileocecal
valve, occupying most of ascending colic lumen (Fig. 3). Laparo-
tomy confirmed an ileocecal intussusception with the lead point at
a cecal neoplasm that reached the base of the enlarged appendix;

2210-2612/© 2016 The Authors. Published by Elsevier Ltd on behalf of IJS Publishing Group Ltd. This is an open access article under the CC BY-NC-ND license (http://
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Fig 1. Ultrasonographic image in transverse section: hypoechoic outer layer of ede-
matous bowel wall with echogenic layers, known as the “bulls-eye” or “target” signs,
which are characteristic images in intussusception.
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Fig. 2. Axial CT of the abdomen: shows the edematous wall of the intussuscipiens,
the “target” sign, suggesting ileocecal intussusception.
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Fig. 3. Endoscopic examination revealed a pediculated lesion, with the base near
ileocecal valve, occupying most of ascending colic lumen.

aright hemicolectomy was performed (Fig. 4). Postoperatively, the
patient did well, without complication. He was discharged home
uneventful at the 7th postoperative day (Table 1).

Fig. 4. Bowel wall is cut away, revealing the mass emanating near the base of the
appendix.

Table 1
Briefing of the case.

Identification
Medical history
Chief complaint

Physical exam

Diagnostic assessment

Male, 55 years old

Hypertension; spine surgery

Abdominal pain, strongest in right inferior
quadrant

Tenderness in the right inferior abdominal
quadrant

Laboratory tests: normal.

Abdominal ultrasound: image of ileocecal
intussusception.

Computed tomography scan: image of
intussusception at the cecum, the
intussusceptum being a 12 mm hypodense,
tubular image

Colonoscopy: a pediculate tubular lesion, with
the base near ileo-cecal valve occupying most
of ascending colic lumen

Surgery: right hemicolectomy.

Complete excision of a low grade
inflammatory myofibroblastic tumor

Treatment
Histopathological exam

Outcome No complication. Discharged home at the
7thpostoperative day.
Follow-up Without clinical recurrence at 7 months

On pathological examination, gross inspection of the specimen
revealed a solid, well-defined mass, measuring 5 x 5 x 4.5 cm, near
the base of the appendix with exophytic growth into intestinal
lumen. It obstructed the appendix, causing a mucocele. Micro-
scopically, the tumor had a proliferation of spindle cells, such as
myofibroblasts and fibroblasts, and between these there was a
mixed inflammatory infiltrate with eosinophils, and edematous
vascularized stroma. There was no nuclear atypia or mitotic activ-
ity. Immunohistochemically, it was positive for smooth muscle
actin and negative for desmin, CD34, S100, CD31, AE1AE3 and
CD117.1talso stained negative for ALK. This was compatible with an
inflammatory myofibroblastic tumor, low grade tumor/grade 1 in
the French Federation of Cancer Centers Sarcoma Group (FNCLCC)
classification. The tumor was removed completely. He did well in
the last 7 months.

3. Discussion

Different terms for IMFT have been used over the years —
plasma cell granuloma, plasma cell pseudotumour, inflamma-
tory myofibrohistiocytic proliferation, omental mesenteric myxoid
hamartoma, inflammatory pseudotumour [1]. The term inflamma-
tory pseudotumor has been used for any clinically, macroscopic
or microscopic tumor-like lesion caused by an inflammatory or
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reactive process. Later, cytogenetic and molecular evidence sup-
ported a clonal origin, implying that it is a neoplastic process. A
chromosomal rearrangement at band 2p23 is found in about half
of cases, which is the site of the anaplastic lymphoma kinase (ALK)
gene in the tyrosine kinase locus [3]. ALK mutations are less found
in extrapulmonary IMFT. The etiology of IMFT is still unknown.
Some authors think that development of IMFT occurs after trauma,
surgery or infection, such as Epstein-Barr virus and human herpes
virus, related with reactive cytokine production [2-6].

IMFTs were first well described in the lungs and later became
recognized in extrapulmonary locations [2-5] — 43% of extra-
pulmonary involvement affects the mesentery and omentum [7].
Gastrointestinal (GI) involvement is rare however there are reports
of involvement of any part of GI tract [2,6-9]. It occurs mostly in
childhood and young adults but patients of any age and sex can be
affected [2].

The clinical presentation is determined by the site of origin and
mass effect. A constitutional syndrome consisting of fever, weight
loss and malaise is seen in 15-30% of patients [3]. IMFT derived
from the GI tract presents with clinical symptoms of anemia, loss
of appetite or weight, fecal blood positive [2], abdominal pain, GI
obstruction [9], or intussusception [ 10]. Our patient presented with
2 months history of abdominal pain and unintentional weight loss
of 8 kg, and imaging techniques revealed it to be an ileocecal intus-
susception. Adult patients with intussusceptions have non-specific
and often long standing symptoms, usually present for more than a
month [11]. The classical image signs facilitated the diagnosis, both
ultrasonography and abdominal CT scan proved to be useful tools
for the diagnosis of intussusception. The classic appearance of an
intussuscepted bowel on a sonographic image in a transverse plane
is called the “doughnut sign” or a “target lesion” and represents sev-
eral concentric rings of the bowel. The longitudinal appearance of
intussusception usually appears as multiple parallel lines, the so-
called “sandwich appearance” or “pseudo-kidney sign”; the lines
demonstrate bowel walls and their layers [12]. Abdominal CT is
currently considered as the most sensitive radiologic method to
confirm intussusception, with a reported diagnostic accuracy of
58%-100% [11,13]. CT signs of intussusception include the “tar-
get sign” or shaped soft-tissue mass with a layering effect [14];
mesenteric vessels within the bowel lumen are also typical. CT
can be helpful in determining the underlying cause, locating the
lead point and evaluating complications. However, both endoscopic
and computed tomography examinations do not reveal any dif-
ferences between an IMFT and other types of neoplasm so it is
impossible to differentiate IMFT from a malignant process based
on these studies. Diagnosis is based on histopathologic analysis,
which usually implies surgical resection. Histologically, IMFTs are
characterized by a cellular spindle cell proliferation in a myxoid to
collagenous stroma with a prominent inflammatory infiltrate com-
posed primarily of plasma cells and lymphocytes, with occasional
admixed eosinophils and neutrophils [3]. Three basic histologi-
cal patterns have been described: 1) fasciitis-like, with vascular,
myxoid, and inflamed stroma, including plasma cells — the inflam-
matory infiltrate in these areas often contains more neutrophils
and eosinophils and fewer plasma cells than in the other two pat-
terns; 2) compact spindle cell pattern, that is characterized by a
cellular proliferation of spindle cells with a fascicular architec-
ture in a collagenous stroma, these foci typically show numerous
plasma cells and lymphocytes intimately admixed with the spin-
dle cells; 3) fibromatosis-like pattern is relatively hypocellular,
with elongated rather than plump spindle cells in a densely col-
lagenous background containing scattered lymphocytes, plasma
cells and eosinophils, fibrosis and calcification can be seen in
the stroma [7]. Pleomorphism is moderate, but mitoses are infre-
quently seen.

Complete surgical excision is the mainstay of treatment and
provides the best chance to limit recurrence. When completely
resected, with microscopically clear margins, there are virtually no
recurrences [5]. Chemotherapy and radiation treatment have been
used as adjuncts to surgery when the tumor is found not amenable
to complete surgical resection (eg, multiple nodules), when there
are positive margins or the tumor is locally aggressive [4,5]. Non-
steroidal anti- inflammatory drug (NSAID) and steroid have been
used in symptom control, usually in conjunction with other treat-
ment modalities [4,5]. In patients with ALK rearrangement, targeted
kinase inhibition with crizotinib has been used. This therapy along
with surgery has proved useful in cases complicated by local recur-
rences [15].

IMFTs are classified as tumors of intermediate biological poten-
tial by the World Health Organization classification, due to a
tendency for local recurrence and a small risk of distant metas-
tasis. The recurrence rate varies with anatomical site, from 2%, for
tumors confined to the lung, to 25% for extrapulmonary lesions,
usually related with incomplete surgical resection or multinodular
intra-abdominal tumors [3]. The main prognostic indicator is the
adequacy of the primary excision [5]. In most cases, the prognosis
is good, as recurrence is infrequent following complete excision of
solitary lesions and metastases are present in less than 5% of cases,
usually related with tumors with atypia, ganglion-like cells, TP53
expression, and aneuploidy [1,4,5]. Mortality rate is low, with only
few cases described in literature determining IMFT as a cause of
death, mostly due to the localization of the tumor, e.g. heart [7].

Because IMFTs can recur locally, regular follow-up is necessary
even when surgical resection was performed, especially in the first
year, when most recurrences occur [5]. There are no guidelines for
follow-up of patients with IMFTs, so an individualized approach
must be planned. Our patient had a complete excision and no fea-
tures of tumor aggressiveness, as such, a symptom based follow-up
can be regarded as an appropriate approach.

4. Conclusion
IMFTs are neoplasms that occur primarily in children and young
adults that rarely affect GI tract. Diagnosis is histological and the

treatment is complete surgical excision. Prognosis is good as they
rarely recur locally or metastasize.

Conflicts of interest

None.

Funding
This case-report had no sponsors.
Ethical approval
Not applicable.
Consent
Written informed consent was obtained from the patient for
publication of this case report and accompanying images. A copy

of the written consent is available for review by the Editor-in-Chief
of this journal on request.

Author contribution

Claudia Paiva - research on bibliographic material; writing of
the paper; final approval of the version to be submitted.



CASE REPORT — OPEN ACCESS

C. Paiva et al. / International Journal of Surgery Case Reports 24 (2016) 146-149 149

Filomena Soares - research on bibliographic material and article
preparation; final approval of the version to be submitted.

Raquel da Inez Correia - research on bibliographic material and
article preparation; revised critically this case report; final approval
of the version to be submitted.

Vitor Valente - revised critically this case report; final approval
of the version to be submitted.

Guarantor

Claudia Maria Linhas Paiva.
Acknowledgements

The authors had no study sponsors.

References

[1] F.M.C.D.M. Fletcher, K. Unni, World health organization classification of
tumours pathology and genetics of tumours of soft tissue and bone, Cancer
177 (2002) 1365-1376, http://dx.doi.org/10.1016/j.suronc.2004.03.001.

[2] S. Gurzu, T. Bara, L. Jung, Inflammatory myofibroblastic tumor of the colon, J.
Clin. Oncol. 31 (2013) e155-e158, http://dx.doi.org/10.1200/JCO. 2012.42.
8961.

[3] B.C. Gleason, J.L. Hornick, Inflammatory myofibroblastic tumours: where are
we now? J. Clin. Pathol. 61 (2008) 428-437, http://dx.doi.org/10.1136/jcp.
2007.049387.

[4] SJ. Kovach, A.C. Fischer, P.J. Katzman, R.M. Salloum, S.E. Ettinghausen, R.
Madeb, et al., Inflammatory myofibroblastic tumors, ]. Surg. Oncol. 94 (2006)
385-391, http://dx.doi.org/10.1002/js0.20516.

[5] B.G.A. Dalton, P.G. Thomas, N.E. Sharp, M.A. Manalang, ].E. Fisher, C.R. Moir,
et al., Inflammatory myofibroblastic tumors in children, ]. Pediatr. Surg.
(2015), http://dx.doi.org/10.1016/j.jpedsurg.2015.11.015.

Open Access

[6]

[7]

8

[9

[10]

[11]

[12]

[13]

[14]

[15]

S. Gong, I. Auer, R. Duggal, S. Pittaluga, M. Raffeld, E.S. Jaffe, Epstein-Barr
virus-associated inflammatory pseudotumor presenting as a colonic mass,
Hum. Pathol. 46 (2015) 1956-1961, http://dx.doi.org/10.1016/j.humpath.
2015.08.011.

C.M. Coffin, J. Watterson, J.R. Priest, L.P. Dehner, Extrapulmonary
inflammatory myofibroblastic tumor (inflammatory pseudotumor). A
clinicopathologic and immunohistochemical study of 84 cases, Am. ]. Surg.
Pathol. 19 (1995) 859-872, http://www.ncbi.nlm.nih.gov/pubmed/7611533
(accessed 30.1.16).

N. Unver, G. Coban, O.I. Onaran, E. Kunduz, A. Arslan, F.U. Malya, et al.,
Co-existence of acute appendicitis and inflammatory myofibroblastic tumor
of the small intestine: a case report, Ann. Med. Surg. 4 (2015) 217-220, http://
dx.doi.org/10.1016/j.amsu.2015.07.001.

L. Petrovic, G. Augustin, L. Hlupic, A. Nedic, I. Romic, M. Skegro, Inflammatory
myofibroblastic tumors of the duodenum, Asian J. Surg. (2013), http://dx.doi.
org/10.1016/j.asjsur.2013.09.015.

A.N.A. Milne, KJ. Sweeney, D.S. O'Riordain, P. Pauwels, M. Debiec-Rychter,
G.J.A. Offerhaus, et al., Inflammatory myofibroblastic tumor with ALK/TPM3
fusion presenting as ileocolic intussusception: an unusual presentation of an
unusual neoplasm, Hum. Pathol. 37 (2006) 112-116, http://dx.doi.org/10.
1016/j.humpath.2005.09.012.

T. Azar, D.L. Berger, Adult intussusception, Ann. Surg. 226 (1997) 134-138,
http://www.pubmedcentral.nih.gov/articlerender.
fcgi?artid=1190946&tool=pmcentrez&rendertype=abstract(accessed 9.3.16).
A. Bousseaden, R. Afifi, W. Essamri, I. Benelbarhdadi, F.Z. Ajana, M. Benazzouz,
et al., Adult colocolic intussusception diagnosed by ultrasonography: a case
report, ]. Med. Case Rep. 5 (2011) 294, http://dx.doi.org/10.1186/1752-1947-
5-294.

H. Honjo, M. Mike, H. Kusanagi, N. Kano, Adult intussusception: a
retrospective review, World J. Surg. 39 (2015) 134-138, http://dx.doi.org/10.
1007/s00268-014-2759-9.

E.C. Gorospe, Adult intussusception presenting with target sign, Scientific
World J. 8 (2008) 1154-1155, http://dx.doi.org/10.1100/tsw.2008.150.

J.E. Butrynski, D.R. D’Adamo, J.L. Hornick, P. Dal Cin, C.R. Antonescu, S.C.
Jhanwar, et al., Crizotinib in ALK-rearranged inflammatory myofibroblastic
tumor, N. Engl. . Med. 363 (2010) 1727-1733, http://dx.doi.org/10.1056/
NEJMoa1007056.

This article is published Open Access at sciencedirect.com. It is distributed under the IJSCR Supplemental terms and conditions, which
permits unrestricted non commercial use, distribution, and reproduction in any medium, provided the original authors and source are

credited.


dx.doi.org/10.1016/j.suronc.2004.03.001
dx.doi.org/10.1016/j.suronc.2004.03.001
dx.doi.org/10.1016/j.suronc.2004.03.001
dx.doi.org/10.1016/j.suronc.2004.03.001
dx.doi.org/10.1016/j.suronc.2004.03.001
dx.doi.org/10.1016/j.suronc.2004.03.001
dx.doi.org/10.1016/j.suronc.2004.03.001
dx.doi.org/10.1016/j.suronc.2004.03.001
dx.doi.org/10.1016/j.suronc.2004.03.001
dx.doi.org/10.1016/j.suronc.2004.03.001
dx.doi.org/10.1016/j.suronc.2004.03.001
dx.doi.org/10.1200/JCO. 2012.42.8961
dx.doi.org/10.1200/JCO. 2012.42.8961
dx.doi.org/10.1200/JCO. 2012.42.8961
dx.doi.org/10.1200/JCO. 2012.42.8961
dx.doi.org/10.1200/JCO. 2012.42.8961
dx.doi.org/10.1200/JCO. 2012.42.8961
dx.doi.org/10.1200/JCO. 2012.42.8961
dx.doi.org/10.1200/JCO. 2012.42.8961
dx.doi.org/10.1200/JCO. 2012.42.8961
dx.doi.org/10.1200/JCO. 2012.42.8961
dx.doi.org/10.1136/jcp.2007.049387
dx.doi.org/10.1136/jcp.2007.049387
dx.doi.org/10.1136/jcp.2007.049387
dx.doi.org/10.1136/jcp.2007.049387
dx.doi.org/10.1136/jcp.2007.049387
dx.doi.org/10.1136/jcp.2007.049387
dx.doi.org/10.1136/jcp.2007.049387
dx.doi.org/10.1136/jcp.2007.049387
dx.doi.org/10.1136/jcp.2007.049387
dx.doi.org/10.1002/jso.20516
dx.doi.org/10.1002/jso.20516
dx.doi.org/10.1002/jso.20516
dx.doi.org/10.1002/jso.20516
dx.doi.org/10.1002/jso.20516
dx.doi.org/10.1002/jso.20516
dx.doi.org/10.1002/jso.20516
dx.doi.org/10.1002/jso.20516
dx.doi.org/10.1016/j.jpedsurg.2015.11.015
dx.doi.org/10.1016/j.jpedsurg.2015.11.015
dx.doi.org/10.1016/j.jpedsurg.2015.11.015
dx.doi.org/10.1016/j.jpedsurg.2015.11.015
dx.doi.org/10.1016/j.jpedsurg.2015.11.015
dx.doi.org/10.1016/j.jpedsurg.2015.11.015
dx.doi.org/10.1016/j.jpedsurg.2015.11.015
dx.doi.org/10.1016/j.jpedsurg.2015.11.015
dx.doi.org/10.1016/j.jpedsurg.2015.11.015
dx.doi.org/10.1016/j.jpedsurg.2015.11.015
dx.doi.org/10.1016/j.jpedsurg.2015.11.015
dx.doi.org/10.1016/j.humpath.2015.08.011
dx.doi.org/10.1016/j.humpath.2015.08.011
dx.doi.org/10.1016/j.humpath.2015.08.011
dx.doi.org/10.1016/j.humpath.2015.08.011
dx.doi.org/10.1016/j.humpath.2015.08.011
dx.doi.org/10.1016/j.humpath.2015.08.011
dx.doi.org/10.1016/j.humpath.2015.08.011
dx.doi.org/10.1016/j.humpath.2015.08.011
dx.doi.org/10.1016/j.humpath.2015.08.011
dx.doi.org/10.1016/j.humpath.2015.08.011
dx.doi.org/10.1016/j.humpath.2015.08.011
http://www.ncbi.nlm.nih.gov/pubmed/7611533
http://www.ncbi.nlm.nih.gov/pubmed/7611533
http://www.ncbi.nlm.nih.gov/pubmed/7611533
http://www.ncbi.nlm.nih.gov/pubmed/7611533
http://www.ncbi.nlm.nih.gov/pubmed/7611533
http://www.ncbi.nlm.nih.gov/pubmed/7611533
http://www.ncbi.nlm.nih.gov/pubmed/7611533
http://www.ncbi.nlm.nih.gov/pubmed/7611533
dx.doi.org/10.1016/j.amsu.2015.07.001
dx.doi.org/10.1016/j.amsu.2015.07.001
dx.doi.org/10.1016/j.amsu.2015.07.001
dx.doi.org/10.1016/j.amsu.2015.07.001
dx.doi.org/10.1016/j.amsu.2015.07.001
dx.doi.org/10.1016/j.amsu.2015.07.001
dx.doi.org/10.1016/j.amsu.2015.07.001
dx.doi.org/10.1016/j.amsu.2015.07.001
dx.doi.org/10.1016/j.amsu.2015.07.001
dx.doi.org/10.1016/j.amsu.2015.07.001
dx.doi.org/10.1016/j.amsu.2015.07.001
dx.doi.org/10.1016/j.asjsur.2013.09.015
dx.doi.org/10.1016/j.asjsur.2013.09.015
dx.doi.org/10.1016/j.asjsur.2013.09.015
dx.doi.org/10.1016/j.asjsur.2013.09.015
dx.doi.org/10.1016/j.asjsur.2013.09.015
dx.doi.org/10.1016/j.asjsur.2013.09.015
dx.doi.org/10.1016/j.asjsur.2013.09.015
dx.doi.org/10.1016/j.asjsur.2013.09.015
dx.doi.org/10.1016/j.asjsur.2013.09.015
dx.doi.org/10.1016/j.asjsur.2013.09.015
dx.doi.org/10.1016/j.asjsur.2013.09.015
dx.doi.org/10.1016/j.humpath.2005.09.012
dx.doi.org/10.1016/j.humpath.2005.09.012
dx.doi.org/10.1016/j.humpath.2005.09.012
dx.doi.org/10.1016/j.humpath.2005.09.012
dx.doi.org/10.1016/j.humpath.2005.09.012
dx.doi.org/10.1016/j.humpath.2005.09.012
dx.doi.org/10.1016/j.humpath.2005.09.012
dx.doi.org/10.1016/j.humpath.2005.09.012
dx.doi.org/10.1016/j.humpath.2005.09.012
dx.doi.org/10.1016/j.humpath.2005.09.012
dx.doi.org/10.1016/j.humpath.2005.09.012
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1190946&tool=pmcentrez&rendertype=abstract
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1190946&tool=pmcentrez&rendertype=abstract
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1190946&tool=pmcentrez&rendertype=abstract
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1190946&tool=pmcentrez&rendertype=abstract
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1190946&tool=pmcentrez&rendertype=abstract
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1190946&tool=pmcentrez&rendertype=abstract
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1190946&tool=pmcentrez&rendertype=abstract
dx.doi.org/10.1186/1752-1947-5-294
dx.doi.org/10.1186/1752-1947-5-294
dx.doi.org/10.1186/1752-1947-5-294
dx.doi.org/10.1186/1752-1947-5-294
dx.doi.org/10.1186/1752-1947-5-294
dx.doi.org/10.1186/1752-1947-5-294
dx.doi.org/10.1186/1752-1947-5-294
dx.doi.org/10.1186/1752-1947-5-294
dx.doi.org/10.1186/1752-1947-5-294
dx.doi.org/10.1186/1752-1947-5-294
dx.doi.org/10.1007/s00268-014-2759-9
dx.doi.org/10.1007/s00268-014-2759-9
dx.doi.org/10.1007/s00268-014-2759-9
dx.doi.org/10.1007/s00268-014-2759-9
dx.doi.org/10.1007/s00268-014-2759-9
dx.doi.org/10.1007/s00268-014-2759-9
dx.doi.org/10.1007/s00268-014-2759-9
dx.doi.org/10.1007/s00268-014-2759-9
dx.doi.org/10.1007/s00268-014-2759-9
dx.doi.org/10.1007/s00268-014-2759-9
dx.doi.org/10.1100/tsw.2008.150
dx.doi.org/10.1100/tsw.2008.150
dx.doi.org/10.1100/tsw.2008.150
dx.doi.org/10.1100/tsw.2008.150
dx.doi.org/10.1100/tsw.2008.150
dx.doi.org/10.1100/tsw.2008.150
dx.doi.org/10.1100/tsw.2008.150
dx.doi.org/10.1100/tsw.2008.150
dx.doi.org/10.1100/tsw.2008.150
dx.doi.org/10.1056/NEJMoa1007056
dx.doi.org/10.1056/NEJMoa1007056
dx.doi.org/10.1056/NEJMoa1007056
dx.doi.org/10.1056/NEJMoa1007056
dx.doi.org/10.1056/NEJMoa1007056
dx.doi.org/10.1056/NEJMoa1007056
dx.doi.org/10.1056/NEJMoa1007056
http://www.sciencedirect.com
http://www.elsevier.com/wps/find/journaldescription.cws_home/723449/preface2

	Inflammatory myofibroblastic tumor presenting as ileocecal intussusception—A case report
	1 Introduction
	2 Presentation of case
	3 Discussion
	4 Conclusion
	Conflicts of interest
	Funding
	Ethical approval
	Consent
	Author contribution
	Guarantor
	Acknowledgements
	References


