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OZET

Mediasteni invaze eden endobrongiyal inflamatuvar psédotiimér olgusu

Inflamatuvar psédotiimér, tiim akciger tiimérlerinin %1°den daha azint olusturur. Endobronsiyal lokalizasyon, olgularin
% 12’sinden daha azinda gértliir. Bu tiimérler mediastinal yapilara invazyon gésterebilir. Bu yazida, mediastene invaz-
yon gésteren endobronsiyal inflamatuvar psédotiimér olgusunu sunduk. Elli yasinda erkek hasta, ti¢c aydir devam eden
Oksurtk ve kanlt balgam yakinmalart ile Mart 2007 tarihinde merkezimize basvurdu. Arka-6n akciger grafisinde sag tist
zonda opasite saptandi. Sigara aliskanligt disinda 6z gecmisinde bir 6zellik yoktu. Tam kan sayimui, idrar tahlili ve biyo-
kimyasal incelemeler normal sinirlarda idi. Bilgisayarli toraks tomografisinde sag Uist lob ile sag alt lob superior segmen-
ti tutan ve mediastene invazyon gbsteren kitle rapor edildi. Fiberoptik bronkoskopi incelemesinde sag Ust lob girisini ta-
mamen kapatan kitle ve ara bronsa uzanum gésteren infiltrasyon gértildii. Bronkoskopik biyopsiler tanisal degildi. PET-
BT incelemesinde SUDmaks degeri 18.8 olarak &lciildil. Solunum fonksiyon testinde FEV, 2.52 L (%70) ve FVC 2.94 L
(%66) idi. Hastaya sag torakotomi uygulandi. Torakotomide, kitlenin vena kava stiperior ve pulmoner arteri invaze etti-
gi saptandt. Biyopsi érnekleri alindi. Patolojik tant inflamatuvar psédotiimér olarak rapor edildi. Kortikosteroid tedavi
baslandi. Klinik ve radyolojik yanit alinamayan hasta radyoterapi amact ile onkoloji klinigine sevk edildi. Hasta Kastm
2007 tarihinde 6ldti.
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SUMMARY

A case of endobronchial inflammatory pseudotumor invading the mediastinum
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A 50-year-old-male was admitted to our hospital in March 2007, complaining of cough and hemoptysis for 3 months. Pos-
tero-anterior chest X-ray showed an opacity on right upper zone. Computed tomography of the thorax showed a mass lesi-
on occupying the right upper lobe and superior segment of the lower lobe and invading the mediastinum. Fiberoptic bronc-
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hoscopy showed total occlusion of the right upper lobe bronchus by the mass and infiltration of the bronchus intermedi-
us. Bronchoscopic biopsies were nondiagnostic. PET-CT revealed SUVmax of 18.8. Right thoracotomy was performed. Ve-
na cava superior and right pulmonary artery was invaded by the mass. Biopsies were performed. Histopathologic exami-
nation demonstrated an inflammatory pseudotumor. Corticosteroid treatment was started. The tumor was clinically and ra-
diologically unresponsive to corticosteroids. He was referred to oncology department for radiotherapy. The patient died on

November 2007.
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Inflammatory pseudotumor is an uncommon, benign,
essentially nonneoplastic, tumor-like process that
usually occurs in children and young people (1). It
consists of mixed components of collagen fibers, inf-
lammatory cells, and mesenchymal cells (2). Since
the initial report of this lesion by Brunn in 1939, it has
also been called as plasma-cell granuloma, histiocy-
toma, xanthoma, xanthofibroma, xanthogranuloma,
solitary mast-cell granuloma, fibrohistiocytoma, pos-
tinflammatory tumor, but the most commonly used
terms include plasma-cell granuloma and inflamma-
tory pseudotumor (3,4). It most commonly presents
as a solitary pulmonary nodule, and the endobronchi-
al presentation is uncommon (5). Although regarded
as a benign lesion, it may have aggressive behavior
(6). We presented a case of endobronchial inflamma-
tory pseudotumor invading the mediastinum.

CASE REPORT

A 50-year-old male presented on march 2007 with a
three-month history of cough and hemoptysis. Postero-
anterior chest X-ray showed an opacity on right upper
zone. His past medical history was unremarkable ex-
cept smoking. Complete blood count, urinalysis and
blood biochemistry were normal. Computed tomog-
raphy (CT) of the thorax revealed a mass lesion that in-
vades right pulmonary artery and pulmonary vein and
occupies the right upper lobe and upper segment of the

Figure 1. Computed tomography of the thorax
shows a mass lesion that invades right pulmonary
artery and pulmonary vein and occupies the right
upper lobe.

lower lobe and measures 10.5 x 9.5 x 11 cm (Figure
1). Fiberoptic bronchoscopy showed total occlusion of
the right upper lobe bronchus by the mass and infiltra-
tion of the bronchus intermedius (Figure 2). Bronchos-
copic biopsies were nondiagnostic. PET-CT revealed
SUVmax of 18.8 (Figure 3). FEV, was 2.52 L (70%)
and FVC was 2.94 L (66%). Right thoracotomy was
performed. Vena cava superior and right pulmonary ar-
tery was invaded by the mass. Biopsies were perfor-
med. Histopathologic diagnosis was an inflammatory
pseudotumor. Corticosteroid treatment was started.
The tumor was clinically and radiologically unresponsi-

ve to corticosteroids. He was referred to oncology de-
partment for radiotherapy. The patient died on Novem-
ber 2007.

Figure 2. Fiberoptic bronchoscopy shows total
occlusion of the right upper lobe bronchus by the mass.

Figure 3. PET-CT reveals SUVmax of 18.8.
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DISCUSSION

Inflammatory pseudotumor is a nonneoplastic process
characterized by unregulated growth of inflammatory
cells. Although its exact pathogenesis is not known at
present, two opinions are held: one is that it is tumoro-
us in origin because it presents with few symptoms, has
tumorous expanding growth, and has a 10% occurren-
ce rate. The other opinion is that it is inflammatory in
origin, because it presents with intraalveolar organic le-
sions, a past history of respiratory tract infection, and it
consists of a variety of inflammatory cells (7). A history
of upper respiratory tract infection or pneumonia was
reported in 28% of patients (8). This tumor can be as-
sociated with trauma, paraneoplastic syndrome or other
inflammatory reactions (8,9). There was not any history
of trauma or infection in our patient.

Exact incidence of pulmonary inflammatory pseudotu-
mor is not known. It is reported to be 0.04-1.2% of all
pulmonary tumors (8). Inflammatory pseudotumor of
the lung is not sex related. The patients vary greatly in
age (1-77 years), about 60% of patients are younger
than 40 years of age, and 15% are between the ages of
1 and 10 years (1,10). Melloni et al. reported that all the
patients in their series were adults and only 16% were
younger than 40 years (8). We presented an older male
patient. He had pulmonary symptoms including cough
and hemoptysis. Most patients with inflammatory pse-
udotumor are asymptomatic and tumor is discovered by
incidental findings on chest radiographs. However, 26-
56% of these patients have been reported to show clini-
cal symptoms such as cough, hemoptysis, dyspnea and
chest pain (1,7). Symptoms are strictly related to lesion
location: paranchymal or endobronchial (8). The endob-
ronchial presentation is uncommon, accounting for less
than 12% of the cases, and constitutes the most sympto-
matic form, which frequently leads to an early diagnosis
(5,10). Our patient had endobronchial presentation.

Radiologically, the tumor usually presents as a well-cir-
cumscribed, solitary, round or ovoid peripheral pulmo-
nary nodule or mass measuring 1 to 6 cm in diameter
(10). Agrons and coworkers analyzed chest X-ray fe-
atures in 60 patients with pulmonary inflammatory pse-
udotumor (11). Fifty-two (87%) patients had solitary
peripheral lesions, of which 31 were a masses and 21
were a solitary pulmonary nodule. Three (5%) patients
had multiple nodules. Secondary infiltration of hilum,
mediastinum, and airways is proven in 16% of patients.
In a previous report, CT of the thorax revealed well-cir-
cumscribed parenchymal lesions (nodules or masses)
without signs of infiltration in 15 patients, whereas 3 pa-
tients presented an infiltration of the adjacent pleura

(8). Radiographics can demonstrate calcification, cavi-
tation, notch, spicula and pleural indentation in tumor
but these features are unusual (1,7). In our case, CT
showed a mass lesion 11 cm in diameter. There was no
calcification in the tumor. PET-CT examination identifi-
ed a high standardized uptake value. Higashi et al. re-
ported that FDG PET showed a false-positive result in a
case of inflammatory pseudotumor (12). Inflammatory
pseudotumors are difficult to diagnose. Preoperative di-
agnostic methods such as percutaneous fine needle bi-
opsy and bronchoscopy is considered insufficient for di-
agnosis. The diagnosis is made by surgical procedures
such as video-assisted thoracoscopic surgery or open
lung biopsy (1,7,8). In our patient, bronchoscopic biop-
sies were nondiagnostic, we established the diagnosis of
inflammatory pseudotumor with open lung biopsy.

Although pulmonary inflammatory pseudotumors are
regarded as a benign lesion, they may have aggressive
features, and they may encase bronchi or invade chest
wall, mediastinal structures, the spine and vessels.
Multiple recurrences and metastatic spread can also be
seen (6,10,11,13). Corneli et al. reported that the tu-
mor invaded the mediastinal pleura, the pericardium,
the esophagus, the thoracic aorta and the diaphragm
(6). The treatment of choice of these tumors is surgery.
Wedge resection, if radical, is suitable for curative pur-
poses. When wedge resection is not feasible, the lesion
is removed with major resections such as lobectomy or
pneumonectomy. Nonsurgical treatment modalities
including radiotherapy, chemotherapy, and steroids
may have a place in the setting of incomplete surgical
resection, multifocal disease, tumor recurrence, or
contraindication to lung resection (6,8,10,14). The
prognosis of patients with completely resected inflam-
matory pseudotumors is excellent: 78% to 100% of pa-
tients were in complete remission after an average fol-
low-up of 3.3 years after surgical resection. Intrathora-
cic recurrence was seen in 5% of cases (10). The tumor
may be fatal. Bahadori and Liebow reported the fatal
outcome of a patient with involvement of esophagus
and superior vena cava (15). In our case, the tumor in-
vaded the mediastinum. Because the patient was ino-
perable, he was treated with corticosteroids followed by
radiotherapy. The tumor was aggressive and our pati-
ent died 8 months after diagnosis.

In conclusion, pulmonary inflammatory pseudotumor
is rare. The preoperative diagnosis of this tumor is dif-
ficult. Although it is considered as benign, it may have
aggressive behavior and poor prognosis.
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