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HeDOHEARZAL 2 3845 S 1, SR R B R T SV R
M=, MRI T 7 SiMED O 5 5 Mtk )L # 2 fm
PEES; 2 B 7z (Fig. 1). CT TIXAMMER, kY >~
INFER % (Fig.2), &Y bu v W@k (positron emis-
sion tomography : PET) TRIERMAICHERZRD 270
(Fig. 3), BESEHAEAH 0 CIIREIZNEHF & 7 o 72,

ZHIFBUE © B & 1678 cm, 1KE 69kg, A 365C,
Bk 83/min, MLJF 183/85 mmHg, W%k 20 I8]/min,
HEARIEH. B E. b, T RETRIEAS
TR,

Mg - &, A EmRA LR L.
CEA 31ng/ml, AFP 36ng/ml, CA19-9 11.3U/ml,
SCC 1.1ng/ml, NSE 13ng/ml, proGRP 434 pg/ml,
PSA 0980 ng/ml, DUPAN-2 25 U/ml LL'F, SPan-1 4.7
U/ml, SLX 43U/ml, CYFRA 204 ng/ml.

MR CT TR E DR (#7) (Fig.2A), A
HFEER Y C % (rt#11i) (Fig. 2B) OV »/8HiflEX,
Wi D% FERARGE - K% (Fig.2C), KBVIREM - 18
JEP ) 2 oREIE R & ZHUSHE ) KEFREZ RO S b, IS
AT ETE o7z, BRTHTHM - #iEfY) > o8
fil2 & L C EBUS-TBNA % JiifT L 72 (Fig. 4A). &%
TNIECIZEE O F L, HEOAELR IR LR
o728, AT RESE RO b3 I il & RO
7z (Fig.4B). a2 Xy 7 ZEANBEW CBHLT S &,
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Fig. 1 MRI showed a low-intensity area from C7 to E—

Th5 in T1-weighted images. Fig. 3 PET showed accumulations in the spine and in
the subcarinal and right main bronchus lymph nodes.

A

Fig. 2 Chest-abdominal CT-scanning showed mediastinal and right hilar lymph node angiopa-
thy (A, B) and multiple pulmonary nodular shadows (C).
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Fig. 4 (A) EBUS-TBNA for the right hilar lymph node was performed. (B) Bifurcation of the
right middle and inferior lobar broncus was dull. (C) EBUS showed an enlargement of the
right hilar node, and we took a biopsy from there. (D) A histological examination revealed
atypical cells that were relatively small and chromatin-rich. The pseudoglandular structure
was partly observed, and we ultimtely diagnosed poorly differentiated adenocarcinoma.

T&7. BENLE rt#1li OB EEHTH Y, WAL
THM R MEAT L7z, NFRIE IR B 38— TR RN, v
75 —E— FTiEmiicZL < (Fig. 4C), #MlaZ2 5
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IZHL TR 7.
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JEFSHRE DA CTH % 7250, AR A ORI HEL <,
FRAROERNE#ZZ bz,

RENIIEHNIHBLRE b frb ey, g %
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A case of cancer of unknown primary diagnosed by endobronchial ultrasound-guided
transbronchial needle aspiration (EBUS-TBNA)

Takehiro Uemura, Tetsuya Oguri, Mikinori Miyazaki, Hirotsugu Ohkubo, Ken Maeno and Akio Niimi
Department of Medical Oncology and Immunology, Nagoya City University Graduate School of Medical Sciences

A 64-year-old man with back pain was admitted to our hospital. Magnetic resonance imaging (MRI) showed

spine metastases, and positron emission tomography (PET) showed a right hilar and mediastinal lymph node

and spine accumulation. An endobronchial ultrasound-guided transbronchial needle aspiration (EBUS-TBNA)

for the right hilar lymph node showed malignant cells. As a result, we ultimately diagnosed cancer of unknown

primary (CUP). The autopsy revealed metastases extending to multiple organs, whereas the primary lesion of

cancer was not detected. The diagnosis of CUP is difficult because of multiple metastases. We encountered a case

in which we successfully diagnosed CUP by EBUS-TBNA with minimum invasion and verified the diagnosis by

autopsy. The EBUS-TBNA is useful for the diagnosis of CUP when the metastases of hilar and mediastinal lymph

nodes were suspected.



