Case Report
A Rare Case Of Cutaneous Plasma Cell Granuloma
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ABSTRACT
Plasma cell granuloma also known as Inflammatory pseudotumour, Inflammatory myofibroblastic
tumour, Pseudoinflammatory tumours is a rare mesenchymal neoplasm most commonly developing
in the viscera with very rare primary cutaneous involvement. These tumours are a group of highly
variable proliferations of myofibroblastic cells that are asoociated with a prominent inflammtory
infiltrate. This neoplasm though behaves in a benign fashion , is considered to have an intermediate
biologic potential, as cases of local recurrence and death have been reported. We report a case of a
78 year old male who presented with a nodular lesion in the back for 10 years duration. Excision of
the nodule was done which showed features of Plasma cell granuloma on histopathological
examination. We report this case for its rare cutaneous presentation.
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INTRODUCTION:

P

lasma cell granuloma is also known as
Inflammatory pseudotumour,
Inflammatory myofibroblastic tumour,
Pseudoinflammatory tumours and it is a generic
term applied to variety of neoplastic and non
neoplastic entities that share a common histologic
appearance namely a cytologically bland spindle
cell proliferation with prominent chronic
inflammatory cell infiltrate. Though Plasma cell
granuloma was first recognised in the lung, it has
since been identified in many other visceral organs,
although primary cutaneous involvement is rare1,2.
Although Plasma cell granuloma has a favorable
prognosis, cases of malignant transformation , local
recurrence and transformation to an
undifferentated sarcomatoid proliferation have
been reported, so it is considered to have
2,3,4.
intermediate potential
These complications

have not been reported in cutaneous plasma cell
granuloma. In most cases , the standard therapeutic
approach is surgical excision, but in some cases
adjuvant therapy such as radiotherapy and
chemotherapy is needed4.
CASE REPORT:
A 78 year old male presented with complaints of
mass in the back for 10 years duration. Physical
examination showed a nodular lesion of size 0.5 X
0.5cms. So, excision of the mass was done and sent
for histopathological examination. We received a
single skin covered soft tissue mass measuring 3 X
1.5 X 0.7cms. External surface showed a nodule
measuring 0.5 X 0.5cms. Cut surface was grey
white with grey yellow areas. H and E stained
sections showed skin lined by stratified squamous
epithelium. The subepithelium showed a non
encapsulated well circumscribed lesion composed
of predominantly of inflammatory cell infiltration
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(Mononucleate and binucleate plasma cells lymphocytes, foamy histiocytes, neutrophils) admixed with
multinucleated giant cells. Inflammatory cells are separated by collagenous stroma containing
predominantly fibroblasts and few myofibroblasts. Many capillary sized blood vessels were seen
admixed. Hence, a diagnosis of Plasma cell granuloma was made.

A. Gross - Cut surface is predominantly grey white with few grey yellow areas
B. Gross - External surface showing the nodule with adjacent normal skin
C. Section showing skin with underlying lesion (10 X )
D. Section shows inflammatory infiltrate composed of plasma cells with collagenous stroma on the right
(40 X )
E. Section shows histiocytes admixed with multinucleated giant cells (40 X)
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DISCUSSION:
Plasma cell granuloma is a rare mesenchymal
neoplasm with an intermediate behaviour occuring
more commonly in children and adolescents
although they may occur as late as eighth decade of
5
life .
Inflammatory pseudotumour was first described in
the lung in the 1950s, and at that time it was
considered a reparative post inflammatory
condition rather than a neoplastic process6. In the
early 1990s, Meis and Enzinger published an article
about some ambiguous tumours that were occuring
in childrens and adolescents, which they had
7
termed as "Inflammatory pseudosarcoma" . In
1995, Coffin et al., reported on 84 cases of
extrapulmonary IMT that were overlapping
clinically and histopathologically with
8
Inflammtory fibrosarcoma . The most common
locations reported by several articles are the lung,
abdominopelvic region and retroperitoneum, but
virtually any site can be involved including the
somatic soft tissues, bone, larynx, uterus and
central nervous system9-12. One recent review of 44
IMTs reported that one third of cases were
pulmonary IMTs and others were extrapulmonary
IMTs with only one case of cutaneous IMT13. When
it presents as a cuteneous lesion, it occurs
commonly in face, neck, upper and lower
extremities.
The clinical presentation of cutaneous IMT is not
specific and the tumour varies in its shape and size.
Usually, it presents as a mass with no specific
symptoms. Grossly, IMTs may be firm, fleshy or
gelatinous with a white to tan cut surface.
Calcification, haemorrhage and necrosis may be
identified in few cases. IMT has considerable
14
heterogeneity in its microscopic features . Its
components, namely spindle cells, a mixed
inflammatory infiltrate, and collagen bundles, can
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exist in varying proportions in different patients
8
and sometimes within the same lesion . A study by
Coffin et al., classified 3 distinct patterns: myxoid
or vascular pattern, the compact spindle cell pattern
8
and hypocellular fibrous pattern . The specific
classification for each lesion is determined by the
amount of each component it contains5,15. Mild
nuclear pleomorphism may be seen but
hyperchromasia is absent and atypical mitoses is
also rare. The inflammation is primarily composed
of pasma cells and lymphocytes occasionally
admixed with eosinophils and neutrophils. Plasma
cell infiltrate is polyclonal. The spindle cells of
IMT are predominantly myofoibroblastic and
therefore are positive for smooth muscle actin in
80-90% of the cases and desmin and calponin in 6070% of the cases14,16.
There is a controversy regarding the pathogenesis,
that is, whether it is a reactive process due to some
17
stimuli or it is a true neoplasm . Due to propensity
of IMT to be locally aggressive, to frequently be
multifocal, and occasionally progress to a low
grade malignant tumour, some authors believe this
tumour to be a low grade fibrosarcoma with
18
inflammatory cells . It has been associated with
infections caused by organisms Mycobacterium
avium - intracellulare complex, Cornyebacterium
equi, Escherichia coli, Klebsiella, Bacillus
sphaericus, Pseudomonas, Helicobacter pylori,
Coxiella burnetti, Epstein barr virus,
Actinomycetes and Nocardia. Some authors think
that the inflammation follows minor trauma or
surgery. Some think this may be associated with
other malignancy19.
Some IMTs have chromosomal abnormalities,
including fusion of Anaplastic lymphoma kinase
20,21
(ALK) gene to tropomyosin 3 or tropomyosin 4 .
A transcript involving ALK and clathrin heavy
chain genes have been described in the
21
pathogenesis . DNA ploidy analysis has been
81
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performed in some studies. This was initially done
as a marker of neoplasia, but it can also be used to
2,22
determine prognosis . In a study by Biselli et al., 5
out of 9 tumours were diploid , 4 were hyperdiploid
and in about half the cases, aneuploidy was
associated with a aggressive behavoiur22.
By immuno histochemistry, 50 % of the IMTs are
positive for ALK, with reactivity in several large
series ranging from 36% to 71% 23. Most other
fibroblastic and myofibroblastic tumours including
desmoid fibromatosis, nodular fascitis, calcifying
fibrous tumour, myofibromatosis, and infantile
24
fibrosarcoma are negative for ALK .
Histologically, cutaneous IMTs should be
differentiated from Dermatofibrosarcoma
protruberans(DFSP), Sclerosing lymphoma,
Solitary fibrous tumour, Nodular fascitis and other
infectious process1. DFSP typically shows spindle
cells infiltrating into the adjacent area with minimal
or absent inflammatory infiltrate. DFSPs are CD 34
positive. Sclerosing lymphoma rarely occurs in
skin and this is composed of large atypical
lymphocytes. Nosular fascitis presents as a rapidly
growing nodule showing proliferation of young
myofibroblasts in a myxoid stroma.
IMTs are classified as tumours of intermediate
malignant potential by WHO, due to a tendency for
local recurrence and small risk of distant
25
metastasis . Local recurrence have been reported
21
in 25 to 37 % of the cases . Recurrence is observed
most frequently in cases with primary
intraabdominal involvement becoming more
21
poorly differentiated with each recurrence .
Reports of malignant transformation and
malignancy arising from the residual tumour are
also present3. Rare cases of distant metastasis and
26
spontaneous remissions have been described . No
correlation has been found between tumour size,
cellulatiry, mitotic activity and the presence of
necrosis for recurrence27.
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In light of these possible adverse outcomes,
complete excision is the treatment of choice1,4,14,28. If
visceral organs are involved, complete excision
may not be anatomically possible. Hence in these
cases, adjuvant therapies like chemotherapy and
radiotherapy may be required29. Even Non steroidal
anti inflammatory medications have been shown to
help reduce the size of the tumour by interfering
29
with angiogenesis . Most cutaneous IMTs can be
completely excised and hence adjuvant therapies
14
have not been necessary .
CONCLUSION:
In conclusion, we report here a rare case of
cutaneous plasma cell granuloma with a review of
literature. None of the cases reported as cutaneous
plasma cell granuloma have shown constitutional
symptoms, local recurrence, lymph node
involvement or malignant behaviour. Controversy
regarding the pathogenesis still persists, that is,
whether it is a reactive process or it is a true
17
neoplasm . Although the pathogenesis and
biologic behaviour of IMT is unknown, this entity
should be approached with caution, especially
when they simulate a low grade mesenchymal
neoplasm.
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