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Nodular pseudotumoral pulmonary amyloidosis mimicking
pulmonary carcinoma

A
72 year old woman was admitted for a cholecystect-
omy. The preoperative chest radiograph revealed an
incidental pulmonary density in the left upper lobe.

Her medical history was non-contributory. She was a non-
smoker and had neither pulmonary nor systemic symptoms.
A CT scan showed a 5 cm diameter non-calcified mass in the
left upper lobe (fig 1A). Mediastinal lymphadenopathy was
not present. Positron emission tomography with 18F-FDG
(FDG-PET) showed that the mass had a high heterogeneous
uptake suggestive of malignancy (fig 1B). A small left hilar
satellite lesion and a high uptake mediastinal lesion
compatible with metastasis were also detected. There was
no evidence of contralateral or distant high uptake lesions.
Fibreoptic bronchoscopy revealed no endobronchial lesion.
The patient underwent a left superior lobectomy with
mediastinal lymphadenectomy. Macroscopic examination of
the left upper lobe showed a firm pale tanned and regular

subpleural nodule with well defined borders (5.16 4.76
3.7 cm). Histologically, the nodule was composed of a dense
accumulation of eosinophilic, amorphous, homogeneous
material, sharply demarcated from the surrounding lung
tissue (fig 2). No carcinoma was seen. Congo Red staining
gave an orange colour with apple green birefringence under
polarising microscopy, features pathognomonic of amyloid-
osis (fig 3).
It is noteworthy that the amyloid nodule showed sig-

nificant FDG activity on PET scan. FDG-PET is widely
accepted as an important diagnostic tool in evaluating
patients with possible cancers; it is not tumour-specific and
a number of non-malignant processes can result in increased
FDG accumulation.1 2 FDG-PET is a sensitive diagnostic
modality for metabolically active lesions. Its positivity in this
lesion is thus surprising, given the sparse nature of the
inflammatory infiltrate. One case of pulmonary amyloidosis
positive on PET has been reported in the literature. Despite its
rarity, pulmonary nodular amyloidosis also forms part of the
differential diagnosis of pulmonary opacities and coin lesions
with high FDG uptake on PET. CT guided transbronchial
biopsy can be a valuable tool in the diagnosis of nodular
amyloidosis, avoiding unnecessary surgical resections.3
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Figure 1 (A) CT scan showing lesion enhanced with contrast. (B) FDG-
PET scan showing lesion in the right upper lobe.

Figure 2 Histology of the amyloid nodule.

Figure 3 Amyloid birefringence under polarising microscopy.
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