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Abstract

Inflammatory pseudotumours of the lungs have rarely been reported. These have been described as a benign entity of unknown origin and
are often locally invasive requiring extensive pulmonary resection. We present a 12-year-old boy with fever and massive haemoptysis who
was found to have a well defined left-sided paracardiac mass lesion on chest X-ray and CT scan thorax. A CT-guided fine needle aspiration
cytology was reported as inflammatory pseudotumour. As a result of recurrent episodes of massive haemoptysis during admission the child
underwent an emergency left posterolateral thoracotomy and excision of the mass along with a left pneumonectomy. The biopsy of the mass
was conclusive. Postoperatively the child was ventilated over night and was extubated the next day. He has been doing well on follow-up.
Based on our case report and on other similar reports it would appear that the primary treatment of inflammatory pseudotumors of the lung is
surgical. Complete resection is the key to prevent recurrence and the prognosis is excellent following surgery.

© 2004 Elsevier B.V. All rights reserved.
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1. Introduction

Inflammatory pseudotumours of the lungs are rare. They
are prominent among the large solitary intrapulmonary
lesions in children. This is a benign entity of unknown
origin and are often locally invasive requiring extensive
pulmonary resection [1]. Complete resection is advocated to
prevent local recurrence and leads to excellent survival.

2. Clinical summary

A 12-year-old boy was admitted with complaints of low-
grade fever and productive cough. While in hospital he
developed severe haemoptysis. The examination of the
respiratory system revealed diminished air entry on the left
side. The examination of other systems was unremarkable.
His pulmonary function test suggested moderate restrictive
ventilatory defect in the left lung. His chest X-ray showed a
well-defined round homogenous paracardiac mass lesion
measuring 12 X 12 cm? (Fig. 1). There was no evidence of
mediastinal shift. There were a few areas of calcification
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within the lesion. CT scan confirmed the findings (Fig. 2).
A CT-guided fine needle aspiration cytology was done
which was reported as an inflammatory pseudotumour.

During the hospital stay he had an episode of massive
haemoptysis and hence was taken up for an emergency
surgery. Immediately after intubation he had another bout of
massive haemoptysis. The chest was entered through a left
posterolateral thoracotomy incision. The mass was occupy-
ing almost the entire hemithorax. The consistency was hard
and it was diffusely calcified. There were a few nodes at the
hilum which were significantly enlarged and also calcified.
Access to the hilum was almost impossible. The pericar-
dium was incised an inch anterior to the phrenic nerve and
stay sutures taken. The left pulmonary artery was isolated
and divided between ligatures. He had a single pulmonary
vein draining the left lung. This was isolated and divided
between ligatures. The atrial end was oversewn with
prolene. The left main bronchus was then divided and the
tumour was then removed along with the left lung. The
bronchial stump was repaired and the chest was closed with
a single drain. The child had to be ventilated overnight and
was extubated the next morning. He was discharged after 12
days and has been doing well on follow-up.

Histopathological examination of the left lung was
reported as inflammatory pseudotumour.
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Fig. 1. Chest X-ray showing well defined paracardiac mass.

3. Discussion

The true incidence of inflammatory pseudotumour is
difficult to establish because of various nomenclatures used.
Bahadori and Liebow [2] in their review found that
inflammatory pseudotumours represented the most common
isolated primary tumour-like lesions of the lung among
children under 16 years of age. Monzan [3] in his review of
paediatric cases found that 59% of children had symptoms.
Cough and fever were the most frequent symptoms. Other
symptoms noticed were weight loss, haemoptysis, chest
pain and respiratory tract infections. Inflammatory pseudo-
tumours are benign inflammatory masses that have been
observed virtually in every organ system but most often
described in the lung [4]. Rare cases have been reported in
which the brain and spinal cord are affected [5]. Inflamma-
tory pseudotumor is considered to be a rare benign
neoplastic lesion consisting mainly of spindle misenchymal
cells [6].

Fig. 2. CT scan showing homogenous well circumscribed lesion.

Although roentgenographic examination of the chest
defined the lesion adequately, no specific signs suggest
the diagnosis of inflammatory pseudotumour [7]. A solitary
circumscribed mass of round or oval shape within the lung
was the most common radiological presentation. Calcifica-
tion and cavitations were noted infrequently. Computed
tomography done in cases reported earlier in the literature
and also in our case was not very helpful in defining the
nature of the lesion [3]. CT-guided biopsy of the lesion
however proved to be conclusive in this case.

Cerfolio and Allen [1] have demonstrated that there are
two types of pseudotumours. The first type is called the
noninvasive inflammatory pseudotumour which occurs in
an asymptomatic patient and is characterized by a small
lesion that does not invade surrounding structures and is
usually easily removed by wedge resection. The second is
called invasive inflammatory tumour of the lung. It usually
occurs in younger patients with systemic symptoms of fever,
fatigue or weight loss. It is usually large and may invade
local mediastinal structures or the chest wall and may
require extensive surgery. However, the extent of resection
can be decided by the peroperative findings.

Treatment of inflammatory pseudotumours of the lung is
surgery. Complete resection remains the key to prevent
recurrence [1]. The prognosis of patients with inflammatory
tumours is excellent [8].
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Appendix A. ICVTS on-line discussion

Author: Dr. Sameh Sersar, Mansoura University, Department of
Cardiothoracic Surgery, Mansoura, 123 Egypt

Date: 11-Feb-2004
Message: I read with interest this interesting subject.
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I have two comments. Inflammatory pseudotumor is extremely difficult
to differentiate from solitary fibrous tumor of the pleura. This needs
cytoimmunohistochemistry. Inflammatory pseudotumor is negative for
CD34 and Cytokeratin while solitary fibrous tumor of the pleura is positive
for CD34 and mesothelioma is positive for Cytokeratin [1].

Inflammatory pseudotumor was called childhood fibrous tumor with
psammoma bodies by Rosthenthal and Abdul Karim, by Jeong et al.
calcifying fibrous tumor [2].
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