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A Case of Pseudolymphomatous 1gG4-Related Disease Involving the Maxilla

Min-dJung Kim, Seung-ll Bae, Hoon-Tae Kim, Young-Hoon Hong, Hyun-Je Kim,
Choong-Ki Lee, Mi Jin Gu'

Departments of Internal Medicine, IPathology, College of Medicine, Yeungnam University, Daegu, Korea

Immunoglobulin G4 (IgG4)-related disease is an inflammatory condition characterized by 1gG4 positive
plasma cell infiltration. It can affect any organ in the body and mainly involves the pancreas, liver, biliary
tracts, orbits, salivary glands and lymph nodes. It can manifest as an inflammatory pseudotumor. Pseudolym-
phoma as an inflammatory pseudotumor is a group of benign tumors that exhibit histological and clinical
features suggestive of malignant lymphoma. Studies on IgG4-related disease are rarely reported, and no case
of the disease that involved the maxillary bone and adjacent soft tissue, except for the skin, has been repor-
ted. Therefore, we report herein a case of pseudolymphomatous IgG4-related disease that involved the maxilla,

with a literature review.
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Fig. 1. Head and neck CT (A) and MRI (B) images. A well defined,
soft tissue mass is located at left cheek and invaded to the maxi-
llary sinus (arrow).
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Fig. 2. Histological findings. (A) The mass shows dense lympho-
plasmacytic infiltration (H&E stain, X200). (B) Ki-67 positive
cells are less than 20% (Immunohistochemical stain, x400).

Fig. 3. Immunochemical findings. (A) IgG-positive plasma cells
are present (Immunohistochemical stain, x400). (B) IgG4-positive
plasma cells are present (Immunohistochemical stain, %x400).

Table 1. Serumprotein fractions in an electrophoresis

Fraction Result (% [g/dL])  Reference range (%)
Albumin 50.5 (4.2) 55.8-66.1
Alpha 1 2.5(0.2) 2.9-4.9
Alpha 2 6.2 (0.5) 7.1-11.8

Beta 1 4.2(0.4) 4.7-7.2

Beta 2 8.3 (0.7) 3.26.5
Gamma 28.3(2.4) 11.1-18.8
Total protein 8.4 g/dL 6.5-8.2 g/dL
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