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Abstract 

A 42-year-old man presented with long standing history of cough with hemoptysis. The clinical and 

radiological features were suspicious for a low grade malignancy. An enbloc resection of tumor with 

adherent chest wall and diaphragm was performed. The histological finding of chronic non-specific 

inflammation surprised us. Although few benign intra thoracic mass lesions are known to mimic lung 

cancer but a non- specific inflammatory mass lesion in thorax masquerading as malignancy has never 

been reported. We report our experience with this unique clinical entity and also discuss the diagnostic 

and therapeutic challenge we faced in managing this patient. 
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Introduction 

Chronic Inflammatory mass mimicking 

malignancy is rare. There are reports in literature 

where Inflammatory myofibroblastic tumor, 

inflammatory pseudotumor or chronic fungal 

abscesses have posed diagnostic dilemma being 

indistinguishable from lung malignancy clinically 

and radiologically but reports of chronic 

inflammatory mass mimicking malignancy is 

scarce 
1,2,11,12

.  It often occur as a result of 

repeated thoracic interventions for infective cause, 

most likely after empyema or lung abscess. These 

Interventions are usually repeated thoracocentesis, 

ICD insertion, attempts at biopsy and even 
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thoracotomies. As a result of repeated 

interventions, excessive inflammatory response 

occurs, that result in chronic fibrosis which may 

mimic as an intrathoracic malignant mass. 

 
(Fig 1)                    (fig.2) 

 

Case Report 

A gentleman aged 42 years, had cough and 

haemoptysis since 9 years, and mild continuous 

dull aching pain in right side of chest for 6 years.  

For these complaints, he was evaluated and a 

diagnosis of right empyema thoracis was made. 

He underwent repeated thoracocentesis and 

intercostal chest tube (ICD) insertion over variable 

period of time. He also underwent video assisted 

thoracoscopic surgery (VATS) decortication and 

open thoracotomy with decortications for chronic 

empyema. These interventions did not improve his 

symptoms and over the period he lost 15 kgs of 

weight. He then presented to us in Surgical 

emergency with massive hemoptysis. On 

admission, the patient was pale and had pulse rate 

of 110/ min, BP 80/50mmHg and RR 24/min. He 

was afebrile and had pedal edema. The rest of the 

general physical examination was unremarkable. 

He had 40 kgs weight with BMI of 14.3. There 

was no history of fever, trauma, syncope, 

tuberculosis, hypertension, diabetes mellitus and 

family history of malignancy. On chest 

examination, patient had multiple scars, pus 

discharging sinuses, crowding of ribs, mild 

tenderness, and  dull note over right middle and 

lower chest. The breath sounds were decreased in 

right lower chest. On routine investigations, his 

haemoglobin was 4.4 gm % and albumin was 

2.7gm%. The rest of the haematological and 

biochemical parameters were within normal 

limits. There was no suggestion of bleeding 

disorder.  The chest X-Ray showed a well defined 

homogenous mass lesion involving mid and lower 

zone of right hemithorax abutting the chest wall, 

silhouetting the right heart border.  Cardiophrenic 

angle was obscured (Fig 1).A CECT scan Chest 

was suggestive of a large heterogeneous mass of 

size13x10x13cm with air foci in right middle and 

lower lobe and crowding of ribs, however the 

underlying ribs were normal. There were few foci 

of calcification along the right pleura suggestive 

of the chronicity of the lesion (Fig 2).  Large 

number of dilated tortuous blood vessels were 

seen supplying the mass. The study was 

supplemented with angiography that revealed 

multiple tortuous, hypertrophied bronchial and 

intercostal vessels, collateral from right inferior 

phrenic artery,  and internal mammary artery 

abnormally supplying the mass (Fig 2,3,4,). In 

view of significant haemoptysis, few of these 

vessels were embolised. 

 
                  (Fig 3)                      (Fig 4) 

 

A USG guided biopsy from the lesion showed 

inflammatory infiltrates. Sputum  culture for AFB 

was negative and discharge from chest wall 

sinuses grew acenatobactor. A Bronchoscopy was 

performed, that showed edematous right upper 

lobe bronchus. Bronchus intermedius was found 

compressed extrinsically with edematous mucosa, 

that was bleeding  on touch. On the basis of these 

clinical, radiological and histological findings, a 

diagnosis of a vascular thoracic tumor likely 

benign was made, although the possibility of a 

low grade malignant neoplasm was not ruled out.   

Patient was operated on semi-emergent basis  in 

view of significant haemoptysis that did not 

responded to embolisation. Anteroterolateral 

thoracotomy was performed that revealed a large 

highly vascular firm tumor closely abutting the 

heart and large vessels. This mass was fixed to 

overlying chest wall and a part of diaphragm and 

looked like a locally invasive neoplasm. Right 



 

Satya Prakash Meena et al JMSCR Volume 04 Issue 04 April  Page 10024 
 

JMSCR Vol||04||Issue||04||Page 10022-10025||April 2016 

pneumonectomy with enbloc excision of mass 

with adherent chest wall (rightt 4,5,6 ribs, part of 

sternum) and diaphragm was done (Fig 6). The 

chest wall was then reconstructed using 

myocutaneous flap. 

 
(Fig 5)                                  (Fig 6) 

 

Patient received post operative care in ICU for 7 

days. He was extubated on day 5. The chest tube 

was removed on day 10. He made a complete 

although slow recovery. Patient was discharged 20 

days after surgery. At two month of follow up, he 

is asymptomatic. The biopsy of specimen 

suggested a well-defined, firm, lobulated 

parenchymal mass with central necrosis. There 

were dense mixed inflammatory cells, 

inflammation in the alveolar space and 

interstitium. There also was significant interstitial 

lymphoid follicle formation and intervening blood 

vessels showed medial hypertrophy with 

perivascular   fibrosis. Adjacent pleura show 

dense fibrosis and hyalinization. There was no 

evidence of dysplasia, malignancy, granulomas or 

fungal profiles . These changes were suggestive of 

non-specific chronic inflammation. 

 

Discussion 

Chronic inflammatory thoracic mass mimicking 

lung cancer is rare. Benign inflammatory mass 

lesions like IMFT, pseudotumor and chronic 

inflammation in underlying pulmonary fungal 

lesions are known to present with clinical and 

radiological features that are indistinguishable 

from lung carcinoma, however to the best of our 

knowledge chronic non-specific inflammation 

masquerading as lung cancer has not been 

reported so far. In IMFT and pseudotumor, the 

lesion occur secondary to unregulated growth of 

inflammatory cells, the triggering of which is 

obscure
4
. Largely the patients are asymptomatic 

and this lesion is picked up as an incidental 

finding on imaging done for some other reasons
1,5

. 

Although at times the patients may present with 

cough with or without hemoptysis that may raise 

the suspicion of malignancy. Similarly pulmonary 

fungal infections like coccidomycosis, 

blastomycosis, cryptococosis, histoplasmosis and 

aspergillosis have also been reported to mimic 

thoracic malignancy clinically and 

radiologically
11,12

. Our patient had persistent 

cough with hemoptysis and chest pain for long 

duration that made us entertain the possibility of a 

chronic benign lesion clinically. Repeated thoracic 

interventions in our patient may have incited 

inflammatory reaction that continued over years 

resulting in the formation of a mass like lesion. 

The persistent inflammation that only progressed 

with time may also have caused hypertrophy of 

the draining vessels and neovascularisation 

resulting in formation of large collateral vessels 

making the tumor so vascular. Making a pre-

operative diagnosis of non-specific inflammatory 

mass lesion was not possible although the 

chronicity of the lesion was suggestive of a benign 

process. Moreover on imaging studies a neoplastic 

process like a low grade malignant lesion could 

not be excluded confidently. The intraoperative 

findings of locally invasive mass lesion (to the 

chest wall and diaphragm) further consolidated 

our suspicion of a low grade malignancy. 

Assuming this possibility we resected the tumor 

enbloc with the adherent structures that was a 

surgical challenge in a poorly optimized patient 

who was not a good surgical candidate. It was 

only on histopahology that the true benign non-

specific inflammatory nature of the lesion was 

revealed. The histological findings were not 

suggestive of IMFT or pseudotumor. There were 

no mycotic elements that ruled out the possibility 

of a fungal lesion. We highlighted this case as it is 

rare and adds on to the known benign causes that 

may mimic lung carcinoma. Treating physicians 

and surgeons should be aware of the existence of 

this entity so as to entertain it as a differential 

diagnosis and appropriate management.    
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Conclusion 

Chronic non-specific inflammatory lesion in chest 

may mimic lung cancer.  Awareness of this entity 

is important for considering a pre operative 

diagnosis and appropriate management.    
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