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	Reviewer’s comment

Artificial Intelligence (AI) generated or assisted review comments are strictly prohibited during peer review.

	Author’s Feedback (It is mandatory that authors should write his/her feedback here)



	Please write a few sentences regarding the importance of this manuscript for the scientific community. A minimum of 3-4 sentences may be required for this part.


	IMT is a rare neoplasm and this manuscript  helps remind the general practice of this diagnosis. In smaller settings without adequate IHC and FISH settings, this diagnosis is often a diagnosis of exclusion and is hard to confirm.
	

	Is the title of the article suitable?

(If not please suggest an alternative title)


	The title should contain the location of the tumor- I understand it is an intrathoracic tumor in this case.
	

	Is the abstract of the article comprehensive? Do you suggest the addition (or deletion) of some points in this section? Please write your suggestions here.


	The abstract needs corrections as highlighted below.

Background

An inflammatory myofibroblastic tumor (IMT) is a rare neoplasm composed of myofibroblastic and fibroblastic spindle cells accompanied by inflammatory cells, including lymphocytes and eosinophils. 

COMMENT: It is considered a predominantly myofibroblastic tumor. Few articles also include fibroblastic component.

The IMTs found in the head and neck region account for 14 to 18% of extra-pulmonary IMTs [lungs being the most commonly affected regions]. 

COMMENT: Most common is in the soft tissue. As this is an intrathoracic tumor the percentage of thoracic cases instead of head and neck is recommended.
On account of its ambiguous clinical presentation, an IMT needs to be differentiated from other infectious, granulomatous, autoimmune, and neoplastic lesions on the basis of histopathologic findings and immunohistochemical analysis. 
COMMENT: The clinical presentation is “ non-specific and rare” is what is the main diagnostic challenge.

Case presentation

An 8-year-old male who presented with a history of generalized body swelling, which progressed to weakness of both lower limbs and later inability to walk, with associated urinary and fecal incontinence of about 8 months duration. However, 5 weeks before presentation, developed cough, difficulty with breathing, progressive weight loss, and drenching night sweats. 
COMMENT: Above para can be made concise and crisp.

An initial diagnosis of disseminated tuberculosis was made, but this was changed following a histology report of an inflammatory myofibroblastic tumor (IMT). 
COMMENT: Initial diagnosis from where? This was presumptively IMT as there is no IHC or molecular to support the diagnosis.

Further treatment was not done as the child passed on.


	

	Is the manuscript scientifically, correct? Please write here.
	INTRODUCTION

Inflammatory myofibroblastic tumour (IMT) is an ultra-rare sarcoma 

COMMENT: Not a sarcoma, it is considered a neoplasm. Incidence instead of ultra-rare

IMT usually arises in the lungs (most common site) or the abdominal soft tissues of children and young adults, although a wide anatomic distribution and a broad age range have been documented, with a low prevalence ranging from 0.04% to 0.7%, affecting mainly younger individuals.3,4 

COMMENT: The most common is soft tissue, and lung is most common extra-soft tissue site.

Histologically, myofibroblasts are cells of mesenchymal origin, having ultrastructural characteristics in common with fibroblasts and smooth muscle cells. It is characterized by spindle-shaped cells with inflammatory cells in the connective tissue. 

COMMENT: Nonspecific pathology, a good histopathologic description is preferred.

Its biological behavior is largely undefined and considered benign; however, recurrences and metastasis have been documented in some studies.1 Myofibroblastic differentiation in sarcoma represents a source of long-standing debate. The only mesenchymal malignancy that explicitly refers to “myofibroblastic” differentiation is the so-called low-grade myofibroblastic sarcoma.10   When malignant behavior is present, less than 5% of cases have metastasis, and of all the cases, 8–18% may have malignant transformation. 2
The identification of recurrent ALK gene rearrangements has greatly contributed to the understanding of this rare mesenchymal tumor. ALK is a receptor tyrosine kinase first identified as a component of the nucleophosmin (NPM)-ALK fusion oncoprotein, which is aberrantly expressed in anaplastic large cell lymphoma (ALCL).11 Importantly, it should be noted that ALK rearrangement is far less common in adults than in children and young adults with IMT.12 A variation in tumor biology could be the basis of these differences between these two age groups. Kinase fusions play a critical role in the biology of many IMTs and have been reported in about 80% of these tumors.13 It can be further divided into the more common pulmonary variant and the less common extra-pulmonary variant. The pulmonary variant occurs more commonly in children and young individuals and has a more benign clinical course. The extra-pulmonary variant affects older individuals [after the 2nd decade] and has a more aggressive clinical course.14,15

COMMENT: Multiple ALK fusions are present, and there is a difference in pulmonary and extrapulmonary. Adding those details is recommended.
IMT CASE REPORT

8year old male who presented to us in a chronically ill state. Before presentation, he had developed generalized body swelling which progressed to weakness of both lower limbs and later inability to walk, with associated urinary and fecal incontinence of 8 months duration. He also developed a chronic cough at the same time, and received some oral medications in a health facility. However, as symptoms persisted, he resorted to traditional remedies and took a water-based herbal concoction for 3 months, with no significant improvement. He returned to the same health facility where a chest x-ray done revealed pleural effusion, which was drained and commenced on anti-kochs medications, which he had taken for 5 months, with resolution of cough, fecal and urinary incontinence, and regained milestone (standing with support).

COMMENT: Needs to be made crisp and concise.

5 weeks before presentation in our facility, he developed a cough, difficulty with breathing, and progressive weight loss. Cough was productive of yellowish, non-bloody, and non-foul-smelling sputum, with associated chest pain and drenching night sweat. He developed a fever while on admission. On examination, he was chronically ill-looking, severely pale, with grade 3 digital clubbing, significant axillary, submandibular lymphadenopathy, dyspneic, tachypneic, and bilateral pitting pedal edema up to the knee. On chest examination, there was asymmetrical flattening of the right upper lung zone, reduced chest expansion on the right, reduced air entry and vocal fremitus, with dull percussion notes over the right lung zone. The abdomen was markedly distended, and the liver was 8cm below the right coastal margin, firm, non-tender, and ascites was present. There was marked muscle wasting, grade 2 power in lower limbs and grade 4 in upper limbs, with reduced tone in upper limbs, increased tone in the lower limbs, and ankle clonus present. A diagnosis of disseminated tuberculosis (pulmonary, Pott's disease) with suspected drug-resistant tuberculosis was made. He received blood and blood products, intravenous antibiotics, antifungal, anti-tuberculosis drugs, pyridoxine, prednisolone, and corrected deranged electrolytes. He also had chest tube insertion done for drainage of pleural effusion.

COMMENT: Needs to be changes and made crisp and concise.

Chest CT scan done showed- a large paravertebral mass from T6 down to the abdomen, displacing the thoracic aorta anteriorly and to the left, displacing the right pleura, causing a collapse and displacement of the right lobe anteriorly, and significant bilateral pleural effusion. Pulmonary nodule (1x0.8cm) is seen in the anterior segment of the left upper lobe, with multiple para-aortic nodes in the abdomen displacing the aorta anteriorly; Diagnosis- a lymphoma with pleural and abdominal extension, and distant metastasis (bone, pulmonary).
COMMENT: Recommended to make shorter and correct area marked in green as proper sentence. Radiology images if possible.
 Tru-cut biopsy of the right intrathoracic mass revealed a neoplastic lesion composed of spindle cells admixed with cells of eccentric nuclei and brightly eosinophilic cytoplasm, myxoid background with mixed inflammatory infiltrates comprising lymphocytes, plasma cells, and histiocytes. There are hyper- and hypo-cellular areas, thin and thick-walled blood vessels, and golden-brown pigmented areas, all within the lesion. Vessels with thrombus formation, adjacent lining tissue, and skeletal muscle are seen. No mitosis or necrosis seen- Diagnosis –mesenchymal neoplasm, probably an inflammatory myofibroblastic tumor was made. Immunohistochemistry was advised for a definitive diagnosis, but could not be done due to financial constraints.

COMMENT: Histopathology images if possible. What lining, please specify. The diagnosis was favored, however no IHC stains and molecular testing was performed. Per understanding there is no confirmed diagnosis of IMT.
	

	Are the references sufficient and recent? If you have suggestions of additional references, please mention them in the review form.
	The WHO  chapter on IMT is a great reference. Recommend adding that.
	

	Is the language/English quality of the article suitable for scholarly communications?


	The English should be made crisper and more concise. The sentences should be complete.
	

	Optional/General comments


	This article highlights the rarity of IMT, however the diagnosis has not been confirmed through any staining or molecular testing. The article highlights the rarity of the tumor, however the ALK testing necessary to make the diagnosis can be better explained. The clinical presentation, can be shortened made more contextful and concise.
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