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A Case of Large Mass on Both Lung

Min Soo Han, M.D., Hong Mo Kang, M.D., and Jee-Hong Yoo, M.D.

Department of Internal Medicine, College of Medicine, Kyung Hee University, Seoul, Korea

A 64-year-old male was admitted due to weight loss of 5kg during a month. Chest X-ray showed two large,
lobulated masses on both lower lobe. Chest CT showed ill-defined, multilobulated mass on left lower lobe and ir-
regular, relatively homogenous mass with air-bronchogram on right lower lobe. Left lower lobectomy and right
lower lobectomy was performed sequentially with three months interval. Microscopic findings showed squa-
mous cell carcinoma of both mass. It was thought that this patient had synchronous double primary lung can-

cer.
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Fig. 1. Chest radiograph showed ill-defined large
masses on both lower lung field.
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Fig. 2. Chest CT showed ill-defined relatively ho-
mogenous mass, 5X5cm in size, on right
lower lobe and 6 X 5¢m sized mulilobulated
mass on left lower lobe. Air bronchogram
was visible within the right side mass. No
mediastinal lymph node enlargement was
noted.

Fig. 3. Section of the lesion showed ill-defined
tumor tissue consisted of moderate to
poorly differentiated neoplastic epithelial
cells, arranged in solid nests. Individual
tumor cells had pleomorphic hyperc-
hromatic or vesicular nuclei with promi-
nent nucleoli and abundant eosinophilic
cytoplasm.
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Fig. 4. Section of the lesion showed tumor tissue
consisted of rather well differentiated ne-
oplastic squamous cells with frequent indi-
vidual keratinization and keratin pearl
formation.

Fig. 5. The follow-up chest radiograph twenty
months after surgery showed no evi-
dence of recurrence of the tumor.
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