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Slowly Growing Lung Mass in the Right Upper Lobe in Simple Chest X-ray
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Bronchial adenomas are a group of rare tumors representing less than 1% of primary lung
neoplasms. Mucoepidermoid carcinoma of the lung is a very rare subtype of bronchial adenoma. We
experienced a case of 20 year old patient with mucoepidermoid carcinoma of the lung, so we present
this case of mucoepidermoid carcinoma with literature review.

Key Words: Mucoepidermoid carcinoma

3 #l

20419 AR @A} 597k 7| A A Y die T
42 24 T34 s EHY FolAge
gglen AAHAL 634 g delA sHddFe=
FEAF Ukt ARstn A8 glol Auietrl, WY 5
QAT A71Fast st EUol st

e B 232, A, I H ERE R
astg ot AFAae Goich oj®H LWt Wk
110/70mmHg, A= 763]/%, T 203)/%0l3l
o, AL 53kg, 7l 156cmeliet, 94 HEd}
A3, AAFE BolR ggken, A¥el F-F2 ¢dn
Aotde FAHA Adgket, FF ANLAY TEIL
A, ARSe E2A Ao, SRALaA

4

A ol AaAL BolA Gotw, AAE FLFFE B
A=A ohgket

QYA AAF FH DE X-A A4 39 FAF
ol algsted A7 10cm7beRe] F37} Basgleo 2
9} AAA Agare A gk FAS 27
L edA A B3 B X-A AAsh vlasted o4k
z715o] glgthH(Fig. 1A, 1B), F4AAsGEAAA
oalodo] 7|2 S hA 3] sHA]F)E 8X6em 27]¢
z59} gy Juz FAF EA H Y &AW R F
sjo] Mol 43|54 HAsiglch(Fig. 2). HHH
A9t e ANAYE FYez AL YL
o, $Aq), $2q 7 kel AEA @AW ulF
&70] RSP E, ST, Z1AcdsA o AR
374 olubg el EefaAo]l BA=Ut dA7] 3D
AAAN Aol HEeE 3 gd Az FAY

— 443 —



Fig. 2. Chest CT scan: Large parenchymal mass lesion
on right upper lobe and tubular low density
within dilated bronchus from mucoid impac-
tion (black arrows). Note the calcification
posterior aspect of the mass (white arrow).

Fig. 1A. Chest PA view of 6 years ago shows large
mass shadow on the right upper lobe.

Fig. 3. MRI of T,-weighted image shows relatively
high signal intensity mass on right upper lobe
and partial compression of superior venacava
(arrows) without evidence of invasion of supe-
rior venacava.

Fig. 1B. Chest PA view oin admission shows slightly
enlarged right upper lobe mass compared to
previous noted lesion

Fig. 4. On cut section, the tumor is relativley well

AEE Fug v BAs e, AdAYE A demarcated round mass, measuring about 4.

A7 et Aozl A4e DA gkct 5%4.0 cm. F:ut surface sl.xows yellowish
. lobulated solid mass and partially cystic space

(Fig. 3), " containing mucin. The pleura is grossly free
ABANANAAANG $4Q 71 BA S 29 Fe] 7B from tumor.
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(Fig. 4, 5A, 5B).

Fig. 5A. This section shows diffuse sheet of intermediate cells admix-
ed with chronic inflammatory cells (H-E, x400).

Fig. 5B. This section reveals small glandular spaces containing tena-

cious mucinous material and a psammomatous calcification
(H-E, x400).
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