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OLGU SUNUMU

A Rare Clinical Entity of Lung Cancer:
Metastatic Peripheral Arterial Embolism

Akciger Kanserinin Nadir Bir Klinik Tablosu: Metastatik Periferik Arter

Embolisi
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Abstract

Ozet

Lung cancers rarely metastasize to intracardiac ven-
tricular wall and subsequently embolizes to systemic
circulation, causing arterial occlusion. The current
study reports a case of lung cancer with peripheral
arterial embolism. This is unique case report because
the first diagnostic tool of bronchogenic carcinoma
was embolectomy material during hospitalization and
the initial evaluation stage of the patient. Tumor
embolization should be considered in the differential
diagnosis in an abrupt cessation of peripheral arterial
circulation.

Key words: Tumour embolism, metastasis, broncho-
genic carcinoma, cardiac tumours.

Akciger kanseri, nadir olarak kalbin ic ventrikil duva-
rina metastaz yapar ve sonrasinda buradan kaynak-
lanan emboli sistemik dolagima girerek atar damar
tikanikhigina yol acar. Burada, periferik atar damarin-
da emboliye yol acan bir akciger kanseri olgusunu
sunmaktayiz. Bu olgunun ilging tarafi, hospitalize
edilip ilk degerlendirme asamasinda, periferik arter
embolektomi materyalinden akciger kanseri tanisi
konulmus olmasidir. Periferik arter dolagiminin ani
olarak durmasinda, ayirc tanida timér embolisi de
akilda tutulmalidir.

Anahtar Sézciikler: Timér embolisi, metastaz, akciger
kanseri, kalp timérleri.

'Department of Chest Disease, Recep Tayyip Erdogan
University, Rize, Turkey

?Department of Thoracic Surgery, Recep Tayyip Erdogan
University, Rize, Turkey

3Department of Cardiovascular Surgery, Recep Tayyip
Erdogan University, Rize, Turkey

“‘Department of Pathology, Recep Tayyip Erdogan University,
Rize, Turkey

'Recep Tayyip Erdogan Universitesi Tip Fakiltesi, Gégus Has-
taliklari Anabilim Dali, Rize

?Recep Tayyip Erdogan Universitesi Tip Fakiltesi, Gégus Cer-
rahisi Anabilim Dali, Rize

3Recep Tayyip Erdogan Universitesi Tip Fakiltesi, Kalp Damar
Cerrahisi Anabilim Dali, Rize

“Recep Tayyip Erdogan Universitesi Tip Fakltesi, Patoloji
Anabilim Dali, Rize

Submitted (Bagvuru tarihi): 04.09.2013 Accepted (Kabul tarihi): 27.09.2013

Correspondence (iletisim): Servet Kayhan, Department of Chest Disease, Recep Tayyip Erdogan University, Rize, Turkey

e-mail: kayhanservet@gmail.com



http://dx.doi.org/10.5505/respircase.2014.44366

Respiratory Case Reports

Peripheral arterial embolism arising from lung cancer is
uncommon (1-4). Malignant primary lung tumors invad-
ing pulmonary vessels, atrial myxomas and other primary
cardiac tumors are the main causes of arterial embolism,
which is a very unusual clinical entity (5). Metastatic tu-
mors may involve the pericardium and signs of pericardi-
al effusion and tamponed may be observed. In general,
arterial embolism occurs either intraoperatively or in the
immediate postoperative period of bronchogenic carci-
noma. The most frequently reported sites of tumor emboli
are aortic bifurcation, femoral vessels, and cerebral arter-
ies (2). Nearly 200 cases of arterial embolism have been
reported in the literature from malignant tumor tissue (3,
6). Intravenous digital angiography, contrast enhanced
computerized tomography, MRI, and echocardiography
are the diagnostic methods. Regarding treatment, once
the embolism has appeared, it should be surgically re-
moved, and anticoagulation, vasodilator treatment
should be initiated.

In the literature only a few of reports related to peripheral
arterial embolism arising from bronchogenic carcinoma
have been reported. Arterial tumor embolism may be the
first and most important issue during the course of the
tumor. Herein, we report a quite rare occurrence of a
metastatic bronchogenic tumor to the left ventricle and
presented with sudden occlusion of the left brachial artery
during the diagnostic stage of the patient.

CASE

A 77-year-old male smoker with a history of COPD pre-
sented with chest pain and breathlessness for ten days.
The chest radiograph and computed tomography of the
chest revealed a heterogeneous, ill-defined mass origi-
nated from left upper lobe bronchus, extending and in-
vading the hilar structures (Figure 1). Transthoracic echo-
cardiography confirmed an intracardiac mobile mass,
implanted in the lateral wall. Positron emission tomogra-
phy revealed pulmonary malignancy and distant metasta-
sis with increased FDG uptakes in a left hilar mass, satel-
lite lesions on the upper lobe posteriorly destructing the
fourth rib, subcarinal lymphadenopathy, left ventricle, and
liver (Figure 2). Fiberoptic bronchoscopy revealed an
endobronchial lesion in the lingular bronchus, which was
biopsied. While the patient was hospitalized and awaiting
pathologic results, he complained of pain, numbness in
the right arm, and had cyanosis. An immediate angi-
ography confirmed total occlusion of right brachial artery
and an immediate embolectomy was performed and

circulation restored. Subsequently, pathology of the bron-
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choscopic biopsies revealed squamous cell bronchogenic
carcinoma and the cytology of embolectomy confirmed
metastasis of lung cancer (Figures 3 and 4). Upon dis-
charge, the patient was referred to the oncology depart-

ment, but the patient died one month later.

Figure 1: Computerized fomography revealed pulmonary solid nodular
lesions (arrows)

Figure 2: PET-CT revealed multiple distant metastases, including the left
ventricular metastatic mass on lateral cardiac wall with SUVYmax of 9.93

(arrow)

nucleolus and hyperchromatic nucleus (HEX200)
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Figure 4: Atypical epithelial cells embedded in the embolectomy mate-
rial diffusely stained with Pan-Cytokeratin (Pan-CKX100)

DISCUSSION

A macroscopic peripheral arterial tumor embolus is an
uncommon event. Large and centrally located broncho-
genic tumors were most often responsible for arterial
tumor emboli (1). The event could also be the presenting
manifestation of a bronchogenic carcinoma, as presented
here. Another common source of the arterial emboli is
from the left atrial myxoma and sarcomas, primary or
secondary bronchogenic carcinoma. Arterial embolization
highlights the advanced disease, and poor prognosis with
significant comorbidity. The source of tumor emboli could
be the left atrium or pulmonary veins (7). The mechanism
of primary and metastatic lung cancer embolism is con-
sidered to involve a tumor that invades and propagates
within a pulmonary vein. When a tumor fragment breaks
off in the pulmonary vein, it travels through the left heart
chamber and subsequently lodges in a systemic artery.
Infarction results when the tumor fragment is large
enough to occlude the tissue’s arterial perfusion. Most
tumor emboli occur during surgery; a few occur in the
early postoperative period (8-12). The delayed occur-
rence of these emboli may be due to tumor fragments
that remain loosely adhered to the site of pulmonary vein
ligation and then embolize after surgery with coughing or
other movement, or perhaps emboli are temporarily de-
tained in the left ventricular trabeculations or chordae
tendineae (1,2). Arterial embolism related to thoracic
surgery is likely due to the manipulation of the pulmonary
hilum or division of the pulmonary vein, which dislodges
the tumor from the pulmonary vein. The other scenario of
tumor embolization occurs in the absence of pulmonary
surgery and is assumed to result from spontaneous frag-
mentation of the propagated tumor within a pulmonary
vein (4,11). Xiromeritis et al. (3) identified 104 reported
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cases of arterial tumor emboli and 46 of the cases arose
from primary lung cancer and 33 patients with metastatic
lung cancer, and these were responsible for most of these
cases. The most common cause of the metastatic lung
neoplasms was sarcoma, which accounted for 14 cases.
Arterial tumor embolism mostly occurred spontaneously
and fewer of cases were associated with thoracic surgery.
In the review of Whyte et al. (2), tumor embolization to
cerebral arteries occurred in half of the cases, and to
multiple locations occurred in one-third of patients. Im-
mediate diagnosis of an arterial embolism is very critical
and immediate infervention is required to restore circula-
tion and to avoid tissue necrosis. Routine two dimen-
sional or transesophageal echocardiography may be
useful in diagnosing large and centrally located intracar-
diac tumors (8). This is a unique case with a metastatic
mass invading the left ventricle and the source of periph-
eral embolism. Overall prognosis is poor in these cases
despite immediate diagnosis and aggressive surgical
interventions, as these patients tend to die from extended
metastatic disease.
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