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Table 10 Laboratory data on admission

WBC 6,100 /mm?3 Serology

Neutro 69 % CRP 4.9 mg/dl

Lympho 20 % Blood gas analysigl room air(J

RBC 473x 10* /mm? pH 742

Hb 14.8 g/dI PaCO. 34.9 torr

Plt 8.9x 10* /mm? PaO: 46.3 torr
Biochemistry Sa0z 83.6 %

TP 6.6 g/dI

AST 49 1U/1

ALT 62 1U/1

LDH 509 1U/1

BUN 12.2 mg/dl

Cre 0.9 mg/dl
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Fig. 1 Chest radiograph showin slight cardiomegaly
and disseminated reticulonodular shadows in both
lung fields.

y
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Fig.2 Chest CT scan showing disseminated reticu-
lonodular shadows predominantly in the lower lung
fields of both lungs.
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Fig. 3 Multiple subsegmental peripheral defects were
evident on perfusion lung scans.

Fig. 4 Section of lung obtained at autopsy. Most small
pulmonary vessels are occluded by clusters of malig-
nant cellsC] hematoxylin and eosin ; original magnifica-
tionx 4000
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Fig.5 Section of stomach obtained at autopsy. Invasion
of carcinoma cells was noted(] hematoxylin and eosin ;
original magnificationx 1000]
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Abstract
Subacute Cor Pulmonale due to Microscopic Pulmonary Tumor Embolism

Hiroyuki Nakamura, Hisanaga Yayuu, Koji Kishi, Hidekazu Hatao,
Gen Sarashina, Fumihiro Tuchida, Hideki Adachi, Shuji Oishi,
Takeshi Matsuoka and Hiroshi Kusama"”
The Fifth Department of Internal Medicine, Tokyo Medical College
“Department of Pathology, Tokyo Medical College, Kasumigaura Hospital, 3-20-1 Ami-cho, Inashiki-gun

We report a case of subacute pulmonary hypertension caused by microscopic pulmonary tumor embolism
due to the dissemination of gastric cancer cells. The patient, a 61-year-old man with no history of malignant dis-
eases, was admitted to our hospital on October 14 in 1998 because of cough and dyspnea on effort, that had devel-
oped since the previous month. On admission, chest radiography including CT scans showed slight cardiomegaly
and disseminated reticulonodular shadows predominating in the lower lung fields of both lungs, and arterial blood
gas analysis disclosed severe hypoxemia. Lung perfusion scintigraphy revealed multiple irregular defects in both
lungs. Echocardiography indicated right ventricular overload, and the pulmonary artery systolic pressure was es-
timated to be higher than 80 mmHg. Disseminated intravascular coagulation DICO developed on the 6 th day of
hospitalization. Multiple pulmonary embolism with DIC of unknown cause was diagnosed, and the patient was
given anticoagulant therapy with heparin. However, he died of respiratory failure on the 7 th day of hospitaliza-
tion. At autopsy, an invasive cancer was found in the stomach, resembling type llc early gastric cancer. The lu-
mens of the pulmonary arterioles were significantly narrowed by fibrocellular proliferation and thrombi accompa-
nying tumor cell clusters, and some of the microvessels were completely occluded. Disseminated microscopic pul-
monary metastasis of malignant tumors should be included in the differential diagnosis of subacute pulmonary hy-
pertension due to multiple pulmonary embolism of unknown cause.



