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An 85-year-old woman was referred to our hospital
with a 2-week history of heart failure and respiratory
tract infection presented with fever, cough and sputum.
Chest radiograph revealed bilateral pleural fluid and
cardiomegaly, and a well-defined, smooth surface
mass suggesting localized intralober pleural fluid
(Figure 1). Laboratory tests revealed an increased white
blood cell count of 15.000/mL and an elevated serum
level of C-reactive protein of 8.5 mg/dL. She refused
admission and received garenoxacin (400 mg/day) for
10 days. Chest radiograph after the therapy showed
improvement of bilateral pleural fluid and cardiomegaly (Figure 2). Chest CT scan 3 month after the therapy
revealed a chest wall mass with destruction of the ribs,
which was confirmed as undifferentiated lung cancer
pathologically (Figure 3).
In our patient, a presumptive diagnosis of localized
pleural fluid was made based on the patient’s clinical
history and laboratory and radiologic findings.
Antibiotic treatment was successful to control the
respiratory tract infection and its related cardiac failure
and, subsequently, follow up with chest radiograph
was performed to confirm the shrinkage of suspected
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localized pleural fluid. To differentiate pleural tumorfrom localized pleural fluid, it is important to examine
the shape of a tumor with soft tissue attenuation, particularly with respect to irregularity of the pleural thickness and the existence of projections in the cavity (1).
Another helpful CT finding for differential diagnosis is
bony destruction (1,2). Bony destruction caused by
pleural tumor is not rare and usually shows a permeative pattern of destruction, whereas bony destruction
caused by osteomyelitis in empyema is rare and usually shows osteolytic and expansile pattern destruction
(1,2). CT findings, in addition, helpful for differential
diagnosis between pleural tumor and localized pleural
fluid, include abnormal mass of soft tissue attenuation,
irregular thickness of the pleura and the presence of
permeative bony destruction.
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Figure 3. Chest CT scan 3 month after the therapy revealed a
chest wall mass with destruction of the ribs.
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Figure 2. Chest radiograph 2 months after the therapy still
remained a huge mass.

Malignant pleural tumor is not a rare condition and is
sometimes likely to occur at the same time of other
disease such as pneumonia and cardiac failure with
cardiomegaly and bilateral pleural fluid (3). Physicians
should rule out the possibility of pleural tumor in
patient with cardiac failure with pleural fluid, especially those with suggestive localized pleural fluid. Careful
radiologic assessment with CT and aggressive biopsy
procedures are necessary.
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