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Table 1 Laboratory data on admission

Hematology Amy 79 1U/1
WBC 8.900/ul CK 113 1U/1
RBC 488 x 10%/ul T-Cho 180 mg/dl
Hb 15.3 g/dl TG 178 mg/dl
Ht 45.0% Na 141 mEq/I
Plt 31.2x10%/ul K 42 mEq/]

Biochemistry Cl 106 mEq/!
T-P 70 g/dl BUN 16 mg/dl
T-Bil 1.1 mg/dl Cr 1.7 mg/dl
Alb 42 g/dl UA 45 mg/dl
AST 24 1U/1 Glu 86 mg/dl
ALT 12 1U/1 Serology
ALP 140 TU/I CRP 0.03 mg/dl
LDH 190 TU/1 CEA 8.2 ng/ml
Y-GTP 44 1U/1 CYFRA 4.6 ng/ml
Ch-E 199 TU/1 proGRP 7.8 pg/ml
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Fig. 1 Chest radiograph on admission shows a nodu-
lar shadow in the right middle lung field.
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Fig. 2 Chest CT on admission showed nodular shad-
ows in the posterior segment of the right upper lobe
(Fig. 2a) and in the superior segment of the right
lower lobe (Fig. 2b). A mass in the anterior mediasti-
num (Fig. 2c) was observed.
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Fig. 3 An FDG-PET scan shows abnormal uptake in
the lesion of the right upper lob (SUVmax =10.8) and
in the mass of the anterior mediastinum (SUVmax =
3.2). No uptake was observed in the lesion of the
right lower lobe.
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Fig. 4 A microphotograph of the lesion of the right
upper lobe shows adenocarcinoma (Fig. 4a). The le-
sion of the right lower lobe was diagnosed as bron-
chioloalveolar carcinoma (Fig. 4b). A microphoto-
graph of the mass in the anterior mediastinum
showed a typical carcinoid formation (Fig. 4c).
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Abstract
A case of thymic carcinoid accompanied by adenocarcinoma of the lung

Yutaka Kubota, Yusuke Chihara, Koji Date, Takahiro Yamada and Hiroshi Hara
Department of Pulmonary Medicine, Kyoto Second Red Cross Hospital

A 7l-year-old man was found to have growing nodules in his right lung, and an anterior mediastinal tumor. A
positron-emission tomography (PET) scan demonstrated accumulation in one of the nodules and in the anterior
mediastinal tumor. The rapid intraoperative pathological diagnosis was adenocarcinoma from the lung nodules
and low grade malignancy from an anterior mediastinal tumor. Right upper lobectomy and lower partial lobec-
tomy with mediastinal tumor resection was performed. Postoperative pathological examination revealed the coex-
istence of lung cancer and a typical carcinoid of the thymus. To the best of our knowledge, we report the first case
of thymic carcinoid accompanied with adenocarcinoma of the lung.



