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Inflammatory pseudotumor, Multiple lung nodules
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Laboratory data on admission

Table 1
Complete blood cell count
White blood cell 7,700/l
Neutrophil 69.3%
Eosinophil 0.3%
Basophil 0.3%
Monocyte 5.0%
Lymphocyte 25.1%
Red blood cell 429x10"/ul
Hemoglobin 13.7 g/dl
Hematocrit 40.5%
Platelet 30.3x10"/ul
Tumor marker
CEA 2.3ng/ml
CYFRA 1.56 ng/ml
Pro-GRP 70.80 pg/ml
sIL2-R 1,025 U/ml
Immunology
C-reactive protein 219 mg/dl
IgE 3mg/dl
1gG 1,099.0 mg/dl

IgA 249.0 mg/dl
IgM 110.0 mg/dl
B-D-glucan 149 pg/ml
Cryptococcus antigen negative
KL-6 463 U/ml
Serum chemistry
Total protein 7.8 g/dl
Albumin 45 g/dl
T-bil 0.55 mg/dl
AST 20IU/L
ALT 2210/L
v-GTP 56 IU/L
LDH 2031U/L
Amylase 2311U/L
Glucose 107 mg/dl
BUN 240 mg/dl
Cr 0.8 mg/dl
Na 142 mEq/L
K 44 mEq/L
Cl 110 mEq/L
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Fig. 1
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(A) Chest radiograph on admission. Lung nodules and masses scatter through-

out the bilateral lung field. (B, C) Chest CT on admission shows bilateral lung nodules
and masses. Margin is relatively clear, and most nodules locate peripheral lung field.
(D) ®F-fluorodeoxyglucose positron emission tomography (FDG-PET)/CT imaging.
FDG strongly accumulate on lung nodules and masses. (E) Hematoxylin-eosin staining
of the resected lung nodule at 100 X magnification shows irregular fibrosis and chronic
inflammatory cell infiltration. Intra-alveolar organization is also seen.
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A case of inflammatory pseudotumor that presented multiple lung nodules and masses,
diagnosed by a thoracoscopic lung biopsy

Shinji Morisaki, Satoshi Ikegame, Yoshiaki Tao, Kan Okabayashi, Katsuo Sueishi and Shohei Takata
National Hospital Organization Fukuoka-Higashi Medical Center

The patient was a 70-year-old female. She visited our hospital, because her lung’s abnormal shadow on chest

radiograph was refractory for garenoxacin administration. Chest computed tomography revealed multiple lung
nodules and masses with variable size, for which fiberopticbronchoscopy could produce no diagnostic results.
Malignant lymphoma was suspected by elevation of serum soluble interleukin-2 receptor. Lung biopsy was per-
formed using video-assisted thoracoscopic surgery, and pathological exploration led to the diagnosis of “inflam-
matory pseudotumor.” All nodules and masses showed improvement after 30 mg/day of prednisolone adminis-
tration. We present this extremely rare case of multiple lung inflammatory pseudotumor with several previous
reports and considerations.



