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Table 1 Laboratory findings on admission
WBC 7,000/uL AST 14 TU/L TP 86 g/dl
Neu 73.1% ALT 10 IU/L Alb 29 g/dl
Eos 45% LDH 365 TU/L A/G 0.5
Base 0.3% CK 106 TU/L al-G 44%
Mono 4.3% Amy 119 IU/L o2-G 12.6%
Lym 17.8% Na 135 mEq/L B-G 9.8%
RBC 333x10%/uL K 35 mEq/L G 34.1%
Hb 8.1 g/dl Cl 103 mEq/L 1gG 3480 mg/dl
Ht 26.7% Ca 84 mg/dl IgA 309 mg/dl
MCV 80 fl BUN 11 mg/dl IgM 117 mg/dl
MCH 24.3 pg Cr 0.54 mg/dl PT% 92%
MCHC 30.3 g/dl CRP 6.93 mg/dl PT-INR 1.08
Plts 258 x10"/ul. CA199 < 2U/ml Fib 189 mg/dl
CEA 3.7 ng/ml ATII 76%
CYFRA 50.5 ng/ml
IL-2R 776 U/ml

Fig. 1

(A) Chest X-ray on admission shows a small granular shadow hazily in both lung fields. (B) Abdomi-

nal CT scans on admission shows lymph nodes enlargement. (C) FDG-PET scan on admission shows up-

take of FDG in the abdominal lymph nodes but not in chest lymph nodes.
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Fig. 2 (A) Contrast enhanced CT scan shows no thrombus in main pulmonary trunk. (B) Chest high resolu-

tion CT shows diffuse granular shadows (arrow) and thickened broncho-vascular bundle. Compared in

the onset, these findings have further worsened.
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Fig. 3 Histopathological findings of the lung specimens (A) Thrombus in a pulmonary arteriole (HE, loupe

image; x40, Right bottom box; X400) (B) Pulmonary arterioles were occluded by fibrocellular intimal
proliferation. (EVG, X 100) (C) Atypical cells in thrombus (HE, X 400)

Fig. 4 Abdominal lymph node specimens. (A) About 15% of adenocarcinoma cells were signet-ring cell
carcinoma (HE X 200). (B) Alcian blue stain shows mucin produced by the carcinoma cells. Immunohisto-
chemical staining shows that this tumor was stained positively for cytokeratin 7 (C) and cytokeratin 20
(D). (x200)
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Abstract
Pulmonary tumor thrombotic microangiopathy associated with cancer of unknown origin

Nobuko Hazeki”, Kazuyuki Kobayashi”, Masatsugu Yamamoto", Yoshikazu Kotani”,
Takeshi Kondo” and Yoshihiro Nishimura®
UDivision of Respiratory Medicine, Department of Internal Medicine, Kobe University Hospital
?The Division of Pathology, Department of Pathology, Kobe University Graduate School of Medicine

A nonsmoking, 52-year-old woman presented with a 4-month history of persistent dry cough. Chest X-ray
film on admission showed small granular shadow in bilateral lung fields. Bronchoscopic biopsy did not yield a diag-
nosis. Two months later, she complained of dyspnea. Physical examination showed signs of pulmonary hyperten-
sion. Five days after the onset of dyspnea, she died of respiratory failure. An autopsy showed pulmonary embo-
lism and swollen abdominal lymph nodes consisting of metastatic signet-ring cell carcinoma and poorly differenti-
ated adenocarcinoma. There was also marked fibrocellular intimal proliferation and thrombus formation causing
luminal stenosis in small pulmonary arterioles. Thrombi were organized by recanalization and included atypical
cells. We diagnosed pulmonary tumor thrombotic microangiopathy (PTTM). In spite of various immunohistologi-
cal staining procedure, we could not find out the primary lesion of this cancer. This case suggests that we should
aggressively biopsy a large specimen of the lung to make a differential diagnosis of PTTM, because bronchoscopic
biopsy is not enough to diagnose PTTM.



