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Pulmonary tumor embolism,

Multiple infiltrative shadows in the subpleural regions of the both lung fields,
Video-assisted thoracoscopic surgery, Urothelial carcinoma
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Table 1 Laboratory findings on admission

Hematology Serology
WBC 7410/l CRP
Neut 66.4% KL-6
Eosino 3.2% PT (INR)
Baso 0.9% APTT
Lym 24.1% FDP
Mono 4.2% D dimer
RBC 4.26 x 106/ul TAT
Hb 12.0 g/dl CEA
Hb 36.5% SCC
Plt 42.3x10"/ul CYFRA
Blood Chemistry PROGRP
TP 7.7 g/dl
Alb 50 g/dl ANA
AST 19 1U/1 MPO-ANCA: ( —)
ALT 11 10/1 Anti-GBM-Ab: ( —)
YGTP 26 1U/1 ACL-B2GPL: ( —)
LDH 214 1U/1 Anti-Cardiolipin
BUN 16.4 mg/dl (IgG):(—)
Cr 1.1 mg/dl

Lung Function Test

7.7 mg/dl VC 312 L (97.2%)
777 U/ml FEVI1.0 2.35 L (78.25%)
0.94 %DLCO 47.6%
335 sec
9.1 ng/ml Blood Gases (Room Air)
0.6 ng/ml PH 7432
11.2 ng/ml Pa02 69.4 Torr
6.0 ng/ml PaCO2 35.6 Torr
0.8 ng/ml Sa02 93.2%
29 ng/ml A-aDO2 36.5 Torr
23.3 pg/ml
40 x

Fig. 1 The chest radiograph on admission shows infil-
trative shadows in the subpleural region of the right
upper lung field, and a patchy shadow in the left up-
per lung field.
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Fig. 2 The chest CT on admission shows multiple irregularly shaped infiltrative shadows in the subpleu-
ral regions of both lung fields (Fig. 2A, 2B, 2C). The chest CT scan on June 18, 3 weeks after admission,
shows multiple infiltrative shadows in the subpleural regions of both lung fields, including new lesions in

the bilateral lower lung fields (Fig. 2D, 2E, 2F).
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Fig. 3 (A) Microscopic findings of the specimen from video-assisted thoracoscopic surgery, showing tu-
mor cells and thrombi in the pulmonary vessels. (HE stain) (B) (C) Immunohistochemical stain of the speci-

men (B) CA19-9 is positive on tumor cells. (C) cytokeratin7 is positive on tumor cells.
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Fig. 4
tion scan is normal.

Fig. 5 Retrograde pyelography, showing multiple de-
fects in the right pelvis and ureter.
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(A) Perfusion lung scan showing multiple subsegmental peripheral defects in both lungs (B) Ventila-
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Fig. 6 (A) (B) Microscopic findings of the specimen from the urethroscopic examination, showing urothe-
lial carcinoma. (HE stain) (C) (D) Immunohistochemical stain of the specimen (C) CA19-9 is positive in tu-
mor cells. (D) cytokeratin 7 is positive in tumor cells.

Table 2 Previous reports regarding pulmonary tumor embolism that was diagnosed when primary lesion was not
known and the patient was alive

Diagnostic procedure Primary lesion Histology

Pulmonary Embolectomy Kidney Renal cell carcinoma®
Open Lung Biopsy Stomach Adenocarcinoma?

Open Lung Biopsy Unknown Adenocarcinoma®
Pulmonary Embolectomy Kidney Renal cell carcinoma®
Pulmonary arterial wedge aspiration cytology Unknown Trophoblastic Malignancy”

Pulmonary Embolism together with Invasion of primary Abdominal cavity Germ cell tumor®

tumor into IVC

Open Lung Biopsy Liver Chorangio-carcinoma susp?

Pulmonary Embolism together with Invasion of primary Kidney Renal cell carcinomal®

tumor into IVC

Pulmonary Embolectomy Lung Choriocarcinama'?

Pulmonary Embolectomy Unknown Poorly differentiated squamous cell carcinoma'?
Thoracoscopic Lung Biopsy Unknown Choriocarcinamal!®
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Abstract

A case of pulmonary tumor embolism presenting with
an initial manifestation of urothelial carcinoma
Hiroshi Fujiwara", Hiroshi Katsura?® and Masaki Suemura”
YDepartment of General Internal Medicine
?Department of Surgery, Nissay Hospital
“Department of Thoracic Surgery, Osaka Prefectural Medical Center for Respiratory and Allergic Diseases

A 64-year-old man presented with fever, chest pain, and bloody sputum. Chest computed tomography
showed multiple, irregularly shaped infiltrative shadows in the subpleural regions of both lung fields. Out of the 6
sputum cytology specimens, only one specimen suggested malignancy. Furthermore, no malignant cells were de-
tected in the bronchoalveolar lavage fluid. A video-assisted lung biopsy yielded a diagnosis of pulmonary tumor
embolism was made. The primary lesion of this pulmonary metastatic cancer was urothelial carcinoma, which was
not detected by contrast-enhanced computed tomography of the abdomen. This case is particularly unusual be-
cause it is difficult to establish an ante-mortem diagnosis of pulmonary tumor embolism, and there have been only
a few previous reports regarding pulmonary tumor embolism from a urothelial tumor.



