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FIG. 1. (A) A coronal view of the chest CT 
scan revealed a large cavitary mass in 
the right lower hemithorax involving 
the right middle and lower lobes at the 
initial presentation. (B) A chest CT scan
4 months after medical treatment 
showed complete regression of the lung 
mass.
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An inflammatory pseudotumor of the lung can manifest 
as lung nodules or masses, which can mimic the pre-
sentation of malignant tumors. As it is not clear whether 
the lesions are the result of an inflammatory process or a 
malignancy combined with an inflammatory response, 
surgical resection is the recommended treatment.1 However, 
some patients are not amenable to surgical treatment be-
cause of medical conditions, including reduced pulmonary 
function or multiple lesions. I describe a case of an infla-
mmatory pseudotumor of the lung that showed complete 
regression following medical treatment. 

A 61-year-old male presented with a 9.3 cm×7.3 cm cavi-
tary lung mass in the right lower hemithorax involving the 
right middle and lower lobes (Fig. 1A). The patient was 
transferred to our hospital because of a persistent fever, de-
spite treatment with antibiotics at a previous hospital. A 
percutaneous needle biopsy of the cavitary lung mass was 
performed. The biopsy revealed an inflammatory pseudo-
tumor of the lung, consisting of a foamy histiocytic in-
filtrate, with a collagenous background (Fig. 2A). Immuno-
histochemical staining for CD68 was positive (Fig. 2B). 
Due to the patient’s poor pulmonary function, with forced 
vital capacity (FVC) of 1.34 L (35% predicted) and forced 
expiratory volume in 1 second (FEV1) of 1.15L (40% pre-
dicted), we adopted a conservative approach to the lung le-

sion rather than a complete surgical resection. Thus, the 
patient was treated with imipenem intravenously for 3 
weeks, followed by clindamycin orally for 3 months on an 
outpatient basis after defervescence. All microbiological 
tests, including bacterial and mycobacterial cultures from 
sputum, blood, and pleural fluid, were negative. Glucocor-
ticoids were not considered a treatment option due to the 
patient’s positive response to the antibiotics. A chest com-
puted tomography (CT) scan, performed 4 months after the 
medical treatment targeting the abscess-forming patho-
gens, showed complete regression of the lung mass (Fig. 
1B). In addition, C-reactive protein had decreased sig-
nificantly from 18.01 mg/dL to 0.67 mg/dL. 

Surgical resection is the treatment of choice for in-
flammatory pseudotumors of the lung, which are also 
known as inflammatory myofibroblastic tumors, plasma 
cell granulomas, and fibrous histiocytomas. For patients 
who are not good candidates for surgery, nonsurgical meth-
ods can be utilized. These include glucocorticoids, radio-
therapy, and chemotherapy.1-3 Crizotinib is an option in pa-
tients with anaplastic lymphoma kinase (ALK)-rear-
ranged inflammatory pseudotumors.4 A previous report 
described a case of an inflammatory pseudotumor that re-
sponded to antibiotics.5 However, in the reported case, an 
uncommon microorganism affected the lungs and multiple 
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FIG. 2. (A) The pathological result showed a proliferation of spindle cells associated with numerous foamy histiocytes (H&E ×400). (B)
An immunohistochemical stain demonstrated that clear cells expressed CD68 (×400).
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organs.5 In the current case, the patient required a pro-
longed course of antibiotics, which is common in cases 
where a patient has a protracted infection. The negative 
microbiological results in the present case may have been 
due to antibiotic treatment administered to the patient at 
the previous hospital. The present case can aid the decision 
making of clinicians treating an inflammatory pseudotu-
mor with an infectious cause, especially in patients with 
poor pulmonary function.
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