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to demonstrate the actual effect of such treatment on the 
pathogenesis of the disease and remodeling on the other are 
essential. Subject to further validations of our observation, 
the impact may extend to make altogether a paradigm 
shift in the treatment policy of the disease in future as the 
MMPs inhibition in COPD appears to change the natural 
history of this relentlessly progressive disease for which 
the researchers are looking for an answer.

The study has several weaknesses. Methodologically, it is 
weak with lack of regular follow up and assessment on 
a defined and formatted protocol, absence of tolerance 
report on long‑term use of doxycycline, non‑inclusion of 
other assessment parameters (6MWT, SGRQ etc) but just 
spirometric lung function variables, and for no attempts, 
what so ever, for the proof of concept.

Pending the verification of the results through an 
appropriately designed clinical trial, the agent cannot be 
recommended for use in clinical practice.
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Spontaneous resolution of pulmonary inflammatory 
pseudotumor

that pulmonary inflammatory pseudotumor  (IPT) may 
exhibit spontaneous resolution.

We reported[2] a 44‑year‑old male, who presented to us 
with cough and minimal expectoration for five months, 
along with chest pain, hemoptysis and fever for a fortnight. 
Imaging revealed an irregular mass in the right middle lobe 
and biopsy showed plasma cell granuloma. The patient 

Sir,

We read with interest the case report by Swathi et al.[1] 
entitled “Pleural effusion masquerading as pseudotumor” 
wherein they state “Unlike the vanishing tumor of 
heart failure which resolves spontaneously, pulmonary 
inflammatory tumors need surgical excision”. We would 
like to highlight the literature on the subject and submit 
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underwent surgery to remove the mass but resection had to 
be abandoned as the mass was adherent to the lower lobe, 
chest wall and mediastinum. However, a wedge biopsy 
confirmed the diagnosis of pulmonary IPT. Remarkably, 
the patient experienced marked symptomatic relief within 
three weeks, significant resolution on chest radiograph at 
four weeks, and complete resolution with residual scar on 
computed tomographic scan done at 1 year.[2]

While reviewing the literature for pulmonary IPT, we 
found five reports documenting a total of 6 patients with 
spontaneous resolution of pulmonary IPT, with ours being 
the seventh such patient. Pulmonary IPT presented as a 
mass in 5 patients. In another set of 5/7 patients, invasive 
diagnostic procedure was followed by complete spontaneous 
resolution of symptoms by four weeks to three months. We 
also found in the literature reports of two patients with 
pulmonary IPT, in whom spontaneous reduction in tumor 
size without complete resolution was documented.[3,4]

Complete spontaneous resolution has been reported 
for extra‑pulmonary IPT also. In one patient, an IPT of 
liver resolved completely spontaneously, after diagnostic 
biopsy.[5] In another patient with a mass in the base of 
skull anteriorly, slow but complete spontaneous resolution 
was reported.[6] Complete resolution of pulmonary IPT 
has also been reported when corticosteroids were given 
for co‑existent inflammatory tumorous lesions in other 
organs‑ intracranial cavernous sinus,[7] pituitary stalk and 
other sites,[8] and kidney and other organs.[9]

Overall, prevalence of IPT is estimated to be 0.7% 
in tumors of lung and bronchi.[10] It displays local 
aggression and hence it has been christened ‘tumor’ but 
it has an encouraging prognosis, hence it is also called 
‘pseudotumor’. Perhaps the best name that summarizes 
its characteristics is given by Umiker and Iverson[11] 
who called it ‘post inflammatory pseudo tumor’. In 
conclusion, it appears that pulmonary IPT can undergo 
spontaneous resolution, especially after invasive 
diagnostic procedure.
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Mucormycosis masquerading as an endobronchial tumor

sounds and audible S3, tender hepatomegaly with fluid 
thrill.

The complete blood cell count showed a hematocrit of 
30% and a leukocyte count of 32,000/mm3. The serum 
glucose level was 245 mg/dl, serum urea nitrogen level 
was 168  mg/dl, serum creatinine was 4.6  mg/dl and 
urinalysis revealed 20‑30 pus cells with proteinuria. 
Serum procalcitonin was 6.77 ng/ml. Arterial blood gas 

Sir,

A 58‑year‑old woman with poorly controlled diabetes 
mellitus presented with a 2‑week history of high grade 
fever with rapidly progressive shortness of breath 1 day 
prior to admission. She was a known case of dilated 
cardiomyopathy and diabetic nephropathy. Systemic 
examination revealed tachypnea, decreased breath sounds 
bilaterally with basal rales, decreased intensity of heart 
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