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38 year old lady, non smoker

Diagnosed asthma recently, well
controlled on low dose ICS and prn
ventolin.

Presented with short history of wheezing
and cough-treated as acute exacerbation
with URTI as out patient.

No other significant symptoms
No fever documented
CXR reported as normal
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4 months later

e Persistent cough- mostly non productive, no
haemoptysis.

 No wheezing or shortness of breath

* Feverish feeling, poor appetite, weight lost 2kg
and malaise past 2 months.

 No bone pain
 Repeated visit to GPs and antibiotics
e Clinically unremarkable

CXR:
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Other Investigations result

« FBC- Twc:10x103/Mmcl, Hb : 9.4 g/dl,
Platelet 650x 103/mcl
« ESR 88 mm/hr

 FBP- microcytic, hypochromic anemia
lymphocytosis, reactive thrombocytosis,

no plasma cell, mild rouleaux formation

no immature cell,normal reticulocyte counts
Serum iron- < 7 micmol/l. TIBC low
o Sputum AFB negative, TST 8 mm
e LFT- Globulin 78gm/I, aloumin 38gm/I

liver enzymes normal



Differential diagnoses

* Lung collapse consolidation due to
- foreign body, mucus plug
- endobronchial mass-Th, Malignancy
- Bronchocentric granuloma

 Haematological malignancy- Multiple
myeloma/Plasmacytoma/lymphoma
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Bone marrow examination

- No abnormal cell

- Plasma cells/lymphocytes infiltration
ANA & RF were negative

Urine Bence Jones protein- not detected

Protein electrophoresis- polyclonal increase
INn gammaglobulins and increase acute
phase protein



CT Thorax

Large solid mass arising from bronchus
iIntermedius 8x 5x3 cm extending
cranicaudally causing collapsed of middle
lobe and partial Rt LL collapsed, no
lymphadenopathy or pleural effusion seen.

The rest of lung fields are normal.
Suggestive of malignancy/lung ca
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Bronchial washing AFB DS negative and
MTB C&S, fungal C&S not grown

Bronchial biopsy shows acute and chronic
iInflammation, marked tissue edema,
predominantly lymphocytes and plasma
cells scattered , MTB C&S not grown.

CT Guided trucut lung biopsy revealed
iInflammatory cells as above. No malignant
cell or granuloma

Refused for surgery



What Is the diagnosis?
What should have been done?

Patient finally underwent Rt LL and middle
lobectomies- technically difficult












Final diagnosis: Pulmonary Inflammatory
pseudotumour

Post Surgery

4 months - Asymptomatic, ESR reduced,
anemia corrected (11g/dl)



Inflammatory pseudotumour Is rare benign
tumors, nonneoplastic unregulated growth
of iInflammatory cells, occasionally
aggressive.

Radiographic,macroscopic and
nathological aspects mimic a malighant
DrOCESS.

Umiker and Iverson first recognized as -
“postinflammatory tumors of the lung”.

The lung and airways are commonest
sites, mediastinum, thoracic lymph nodes,
and other structures are rare.




e 2 or 3 major types- “plasma cell
granuloma” predominantly plasma cells
with reticuloendothelial elements and
fibrohistiocytic type and pneumonia in
organisation.

 Have been also called histiocytoma,
xanthoma, xanthogranuloma,
filoroxanthoma, mast cell granuloma, and
pseudolymphoma.



Majority are seen in the periphery of the lungs
as nodule or a mass, sometimes, calcification,
cavity formation, and hilar Iymphadenopathy

Pleural effusions- typically small and ipsilateral
presence In up to 13%.

t Is believed that the inflammatory pseudotumor
Is a normal inflammatory process which follows
an interstitial pneumonia.

It transforms into an organized pneumonia and
eventually, to an inflammatory pseudotumor.

1/3 of the lesions start after a respiratory
Infection.

The mechanism underlying transformation of
iInflammation to plasma cell granuloma has not
been elucidated clearly.




The most appropriate approach of inflammatory
pseudotumors of the lung should be surgical
removal both for diagnosis and for treatment.

Radiation therapy has been tried for inoperable
lesions with variable success.

Successfully treated with antibiotics,
corticosteroids and may regress spontaneously.

Percutaneous needle aspiration biopsy Is rarely
helpful, since malignant tumors may be
surrounded by inflammation.

The prognosis is generally excellent



