
Pulmonary Pseudotumours

Pages with reference to book, From 297 To 299 
Fatema Jawad  ( Sughrabai Millwalla Hospital, Karachi. ) 

A mass in the lung may be a benign lesion which has been labelled collectively as an inflammatory

pseudotumour. The initial reports were made by Brun1 and Umiker.2 It is defined as a non-neoplastic

mass of unknown etiology, composed of a mixture of inflammatory and mesenchymal cells including

plasma cells, histiocytes, mast cells and lymphocytes. There is a complete maturity of fibroblastic

components with lack of mitosis.

As the exact pathogenesis is obscure, various theories have been suggested. These include metabolic

disturbances, immunological responses,4,5 organised cellular growth in association with infection,6 a

part of post-inflammatory process,2,7,8 a viral infection and an antigen antibody reaction with the

material leading to it not being identifiable.9 A chronic inflammatory lesion with the presence of mast

cells or a benign neoplasm arising from the neuronal elements of the lungs, have also been attributed as

the causative factors.8 One study concluded, that the lesion resulted from an inflammatory response

with metaplastic pneumonocytes and proliferated stroma super imposed by chronic inflammatory

cells.10 Intranuclear and intracytoplasniic inclusions in fibroblasts raised a suspicion of a virus being

the causative organism. But no proof could be obtained.11 Neither could bacteria or fungi be cultured

from the lesions, thus excluding them too from the etiology.

The presenting symptoms of patients with pseudotumours of the lung are non-specific and variable. A

nonproductive cough is usually present. Fever and pleuritic pain of mild intensity may be associated.

Haemoptysis is occasionally encountered and clubbing is infrequent and disappears after resection.

Sputum examination both bacteriological and cytological helps in excluding malignancy and

tuberculosis, although a positive smear for acid fast bacilli does not rule out an inflammatory

pseudotumour.12 The diagnosis of pseudotumour of the lung presents difficulties. None of the

laboratory data is highly suggestive. Turnours involving the endobronchial area can be diagnosed by

bronchoscopy and biopsy. Roentgenographic examination of the chest shows a well defined mass in

most cases.13,14 But some times the lesion may be iidefined involving any lobe or segment of the lung.

This can be confused with consolidation, clouding, pneumonitis or atelectasis. Occasionally cavitation

or calcification of these tumours may be present.14 Pleural effusion is never found in cases of

pseudotumours of the lungs14 which is a reliable excluding factor. As the communication between the

bronchial tree and the tumour is very rare, the typical rat tail appearance of carcinoma is not

visualized.15. Percutaneous needle biopsy plays quite an important role in reaching the final diagnosis

of pseudotumours,6,16 although the aspirated material has to be thoroughly studied under the

microscope. Light and electron microscopy provides distinguishing features which have to be

differentiated from conditions as pseudolymphoma organizing pneumonia and malignancy.17,18

Pseudotumours of the lung though not so well understood a lesion, are totally benign. Their course may

be at times aggressive4,6 but there is no recurrence after excision. The growth of these tumours is very

slow and they can easily be called static in nature.4,19 They may take a period of months or years

before being detected. Sometimes they undergo a spontaneous reso lution,20 and there is also a great

possibility that they respond well to radiation therapy, although the experience with this mode of

treatment is limited.

As is evident, the establishment of a definite diagnosis preoperatively is extremely difficult. This leaves

surgery in the form of thoracotomy and excision of the mass, as the treatment of choice. Once the



nature of the lesion is ascertained, when possible by a frozen section analysis, a minimal resection is

indicated.20 The prognosis of these lung tumours is excellent. Followup studies on patients for as long

as ten years have shown no recurrences.4,21

The pseudotumours of the lungs, though a benign growth, hold a very important position in the

differential diagnosis of mass in the lung. They can easily be confused with carcinoma of the lung,

though they have a good prognosis. They will continue to present difficulties in arriving at a definite

diagnosis in the pre-operative period, but after surgery they completely resolve and do not show

recurrences.
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