C A S E   R E P O R T

Rapidly vanishing lung pseudotumor in a patient with acute bilateral bronchopneumonia
Rapidno nestajući pseudotumor pluća u bolesnika sa akutnom bilateralnom bronhopneumonijom
Abstract
Introduction. Rapidly vanishing lung pseudotumor (phantom tumor)  refers to the transient well demarcated accumulation of pleural fluid in the interlobar pulmonary fissures. Most frequently their appearance is associated with congestive heart failure, but also other disorders like hypoalbuminaemia, renal insffuciency or pleuritis may cause it. Its rapid disappearance in response to treatment of the underlying disorder is a classical feature of this clinical entity. Case report.  A 47-year-old lady, chronic smoker with symptoms of shortness of breath, orthopnea, chills, cough, weakness and a temperature of 39.2°C was admitted to our hospital. A posteroanterior chest X-ray revealed cardiomegaly with cardiothoracic ratio of >0.5, blunting of both costophrenic angles and an adjacent 6x5cm well-defined, rounded opacity in the right interlobar fissure Transthoracic 2-dimensional echocardiography demonstrated left ventricular hyperthrophy with a systolic ejection fraction of 25% and moderate mitral regurgitation. The patient’s symptoms resolved rapidly after diuresis, and repeated chest X-ray four days later showed that the right lung opacity and pleural effusions had vanished    Conclusion. This case underlines the importance of bearing in mind the possibility of vanishing lung tumor in patient presenting with left ventricular failure and a sharp oval lung mass on the chest X-ray. This may avoid incorrect interpretation of this finding causing additional, unnecessary, costly or invasive imaging, interventions and drugs.
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Apstrakt

Uvod. Rapidno nestajući pseudotumor pluća (fantom tumor) predstavlja prolaznu, jasno ograničenu kolekciju pleuralne tečnosti u interlobarnim pulmonarnim fisurama, Najčešći uzrok njihovog nastanka je zastojna srčana slabost, ali takođe i drugi poremećaji kao što su hipoalbuminemija, bubrežna insuficijencija i pleuritis ih može  izazvati. Tipična karakteristika ovog kliničkog entiteta je njihovo  brzo nestajanje pri lečenju osnovnog,  uzročnog oboljenja. Prikaz slučaja.  Bolesnica stara 47 godina, hronični pušač, primljena je u našu bolnicu zbog simptoma gušenja, ortopnee, jeze i drhtavice, kašlja, opšte slabosti i povišene telesne temperature od 39.2°C. Radiografija pluća i srca u posteroanteriornoj projekciji je pokazala postojanje kardiomegalije sa kardiotorakalnim indeksom >0.5, zasenčenje oba kostofrenična sinusa i dobro ograničenu, kružnu infiltraciju veličine 6x5cm u predelu desne interlobarne fissure. Dvodimenzionalni transtorakalni ehokardiogram je pokazao postojanje hipertrofije leve komore sa sistolnom ejekcionom frakcijom od 25% i umerenom mitralnom regurgitacijom. Vrlo brzo nakon započinjanja diuretske terapije simpomi su se povukli i četvrtog dana hospitalizacije pri ponovljenoj radiografiji pluća došlo je do kompletnog povlačenja pleuralnih izliva kao i znakova zasenčenja na plućima. Zaključak. Prikaz našeg bolesnika naglašava značaj razmatranja mogućnosti nestajućeg pseudotumora pluća u bolesnika sa levostranom srčanom slabošću i oštro ograničenom ovalnom masom  na radiografiji pluća. Važnost navedenog je u izbegavanju pogrešne interpretacije radiografskog nalaza i daljem nepotrebnom izlaganju bolesnika dodatnim, skupim  i invazivnim dopunskim ispitivanjima, intervencijama i lekovima.
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Introduction
Vanishing lung pseudotumor refers to the transient well demarcated accumulation of pleural fluid in the interlobar pulmonary fissures 1. Most frequently their appearance is associated with congestive heart failure, but also other disorders like hypoalbuminaemia, renal insffuciency and pleuritis may cause it 2. Awareness of this form of pleural effusion is important in the differential diagnosis of pulmonary mass on radiography. Making the correct diagnosis is crucial in order to prevent further inappropriate and possibly harmful investigations and treatment (e.g. lung biopsy and/or surgery). Its rapid disappearance in response to treatment of the underlying disorder is a classical feature of this clinical entity 3.

Case report
A 47-year-old lady, chronic smoker with symptoms of shortness of breath, orthopnea, chills, cough, weakness and a temperature of 39.2°C was referred to our pulmology ward by her physician. The symptoms started five days before admission to our hospital, and she had been treated ambulatory with penicillin and paracetamol for two days before referral. Physical examination revealed extreme obesity (body mass index 35,4kg/m2), high blood pressure (170/100 mmHg), sinus tachycardia with systolic murmur on the apex, tachypnea and extensive bilateral crackles over both lung fields. There was no pedal oedema or elevated jugular venous pulse. Laboratory analyses revealed leucocytosis (18.3x109/L) with neuthrophilia and highly elevated markers of acute inflammation (ESR 90, CRP 257mg/l, fibrinogen >10g/L). Other biochemical analyses including serum creatinine and albumin gave normal result. Three series of sputum culture were aseptic, as well as blood cultures. 
On admission a posteroanterior chest X-ray revealed cardiomegaly with cardiothoracic ratio of >0.5, blunting of both costophrenic angles and an adjacent 6x5cm well-defined, rounded opacity in the right interlobar fissure (Figure 1). Transthoracic 2-dimensional echocardiography demonstrated left ventricular hyperthrophy with a systolic ejection fraction of 25% and a moderate mitral regurgitation. These findings were consistent with the diagnosis of acute bilateral bronchopneumonia and left ventricular failure.  The treatment with two antibiotics (ceftriaxone, ciprofloxacin), diuretics (furosemide, spironolactone) and angiotensin-converting enzyme inhibitor (ramiprile) was promptly instituted. The patient’s symptoms resolved rapidly after extensive diuresis, and repeated chest X-ray four days later showed that the right lung opacity and pleural effusions had vanished (Figure 2). She was discharged eight days after admission.
Discussion
We reported here an extremely rare case of vanishing lung pseudotumor in a patient with acute bilateral bronchopneumonia and previously unknown heart failure. In fact, the vanishing lung pseudotumor was the first clinical manifestation of heart failure in our patient and probably the associated bilateral bronchopneumonia promoted its outbreak.

Descriptors “vanishing”, “pseudotumor” or “phantom tumor” (most frequently in Serbian literature) are used interchangeably and they refer to the transient localized collection of pleural fluid in the interlobar fissures which is typically transudative 1. The most frequent cause of lung pseudotumor is congestive heart failure from various causes 4-6, but it may also be caused by hypoalbuminaemia, renal insufficiency and pleural infections 2. Noteworthy, the presence of an interlobar pleural effusion does not necessarily correspond to the severity of the left heart failure. In fact, it may be the first or even the only sign of the left ventricular failure 5,6.  
Although the congestive heart failure with pleural effusion is very often encountered in clinical practice, vanishing lung pseudotumors as its complication can be seen extremely rare so as the exact incidence of this entity is difficult to assess due to the small number of reported cases. 
Vanishing pseudotumor is a phenomenon predominantly occurring in the right lung, especially along the right horizontal fissure. Infrequently, it can occur in the horizontal and oblique fissures simultaneously 7. 
Regarding pathogenesis of vanishing lung pseudotumors several authors attempted to explain it, and all of them presumed that pleuritis with subsequent adhesions resulting in symphysis is responsible for the localization of the fluid in the pleural space. Thereafter several predisposing factors contribute for accumulation of fluid in the interlobar space such as the anatomy of the pleural venous system, the right recumbent position assumed by many cardiac patients and finally the pulmonary lymphatic drainage 3,6.
Differential diagnosis of interlobar pleural effusions includes transudates from congestive heart failure and renal failure, exudates from an asbestosis-related disorder or from a parapneumonic process, haemothorax, chylothorax, malignant effusions and pulmonary thromboembolism 8-10.
Vanishing lung pseudotumors rapidly disappear with treatment of underlying cause. In fact, it is the landmark of this phenomenon.
Conclusion
This case underlines the importance of bearing in mind the possibility of vanishing lung pseudotumor in patient presenting with left ventricular failure and a sharp oval lung mass on the chest X-ray. This may avoid incorrect interpretation of this finding causing additional, unnecessary, costly or invasive imaging, interventions and drugs. Treatment of this condition involves managing the underlying disorder, like congestive heart failure in our particular case, leading to the rapid disappearance of the lung mass on control chest radiography.
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Fig. 1 - Posteroanterior chest X-ray on admission – bilateral pleural effusions and a sharp  6x5cm well-defined, rounded opacity in the right interlobar fissure (arrow)
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Fig. 2 - Posteroanterior chest X-ray four days after institution of heart failue and antibiotics therapy – right lung opacity and pleural effusions had vanished
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