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OLGU SUNUMU CASE REPORT

Multiple Primary Lung Carcinomas in the
Same Lobe

Ayni Lobda Saptanan Multipl Primer Akciger Tiimorleri

Mustafa Akyil', Mustafa Vayvada', Elgin Erséz', Aycim Sen?, Cagatay Tezel'
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Abstract

Ozet

Multiple primary lung cancers are unusual but im-
portant to identify, since the therapy protocol and the
prognosis will be different when compare with meta-
static tumors. We present the case of a 64-year-old
man with synchronous lung tumors of different histo-
pathological patterns in the same lobe. Radiological
investigation revealed two areas of high-intensity
fludeoxyglucose uptake of varying size within the left
upper lobe. He underwent left upper lobectomy.
Histological analysis confirmed these lesions as ade-
nocarcinoma and moderately differentiated squa-
mous cell carcinoma.

Key words: Synchronous tumors, multiple primary
cancers, lung.

Multipl primer akciger kanserleri; nadir gérilmelerine
ragmen, metastatik akciger kanserleri ile kargilagtinl-
diklarinda, tedavi semasi ve prognozu acisindan
farkhlik gésterecekleri igin tani almalan  oldukga
énemlidir. Burada, merkezimizde tani konan, ayni
lobda ve farkli histopatolojik tipte senkron timérleri
olan 64 yasinda bir olgu sunulmustur. Radyolojik
calismalarda, sol Ust lob icerisinde yiksek yogunluklu
fludeoksiglukoz tutulumu olan farkli boyutlarda iki
alan saptanmigtir. Hastamiza sol st lobektomi uygu-
lanmighir.  Histopatolojik calismalar géstermistir ki;
belirtilen lezyonlardan biri adenokarsinom, digeri ise
orta derecede diferansiye skuamoz hicreli karsinom
yapisindadir.

Anahtar Sézciikler: Senkron kanser, multipl primer
kanser, akciger.

Multiple primary lung cancers were first defined by
Martini and Melamed and described as either
synchronous or metachronous (1). A second pul-
monary tumor is most likely a metastatic focus,
from another source, or the recurrence of a prima-
ry tumor; it may also be a secondary primary lung

tumor. Since the prognosis and the treatment

choices are different, obtaining the correct diagno-
sis is critical when multiple pulmonary nodules are
detected concurrently. In this study we present a
case of two histologically different primary tumors
in the same lobe treated with a left upper lobecto-

my. The staging of these tumors were discussed.
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A 64-year-old man was admitted with chest pain. A chest
radiograph showed opacity in the field of the left upper
lung (Figure 1). Thorax computed tomography showed a
lesion in left the upper lobe (Figure 2). Preoperative flexi-
ble bronchoscopic examination showed no endobron-
chial lesion and the cytology of bronchial lavage was not
diagnostic. Positron emission tomography scanning re-
vealed two areas of high-intensity fludeoxyglucose (FDG)
uptake: 33x28 mm in anterior segment of the left upper
lobe (SUVmax of 14.3) and 25x17 mm in the apicopos-
terior segment (SUVmax of 11.9) (Figure 3). There was
also associated low-intensity FDG uptake mediastinal
mass (SUVmax of 3.4) and subcentimeter mediastinal
lymph node (SUVmax of 3.2). There was no other focus
of FDG uptake in the abdominopelvic organs, lymph
chains, or peritoneal and serosal surfaces. Skeletal system
and intracranial structures did not show any FDG uptake
either. Respiratory function tests as forced vital capacity
was 3.49 L (96%) and forced expiratory volume in first
second was 2.84 L (100%).

(

Figure 1: Chest radiograph at presentation

Principally we sampled number #2R, #2L, #4R, #4L,
and #7 lymph nodes using mediastinoscopy. In frozen-
sections the stations were reported as negative. Then left
a thoracotomy was performed, and sampled the lesion in
the anterior segment. Histological analysis of the resect-
ed lung tissue revealed malignant features in the frozen
section. A left upper lobectomy and a systemic lymph
nodes dissection were performed. Histopathological ex-
amination of the lesion in the anterior segment was re-
ported as adenocarcinoma whereas the tumor in the
apicoposterior segment was reported as moderately dif-
ferentiated squamous cell carcinoma (Figure 4a and b).
Resection margins were negative. The pathologic exami-
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nation showed no nodal involvement of adenocarcinoma;
that tumor was evaluated as stage 1A and T1b, NO, MO
according to the TNM staging of lung cancer (2). Since
the hilar lymph node was confirmed to be metastasis from
squamous cell carcinoma, it was staged as 2A and T2a,
N1, MO. The drains were taken out on postoperative day

three and the patient was discharged on the fourth day,

planning adjuvant chemotherapy.

Figure 2: Thorax computed tomography demonstrating two tumors in the

left upper lobe. The white arrow depicts the central tumor and the black
arrow depicts the peripheral tumor

Figure 3: PET/CT images demonstrating the presence of two high-

intensity FDG uptake areas in the left upper lobe

DISCUSSION

When two pulmonary tumors are seen simultaneously, the
possibility of synchronous tumors should be taken into
account. Synchronous tumors are the tumors identified
concurrently in patients with multiple primary lung cancers.

If there has been a time interval of more than 12 months
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between the detection of the first lesion and the detection
of a subsequent lesion, the lesions are identified as meta-
chronous tumors. Five-year survival is reported to be 28%
and 37.5% when the lesion is surgically removable (1,3).

Synchronous tumors may be diagnosed according to the
criteria originally proposed by Martini and Melamed (1),
and which are based on characteristics of the tumor (in-
clusive of, but not limited to, location, morphology, vas-
cular invasion, metastasis, presence or absence of carci-
noma in situ). Today, the accepted diagnostic criteria
include, the demonstration of synchronous masses with

different histology, and at histologically similarity, arousal

of distinct and separate endobronchial foci of the tumors

(4,5).

LRSI (@ Juu A AR CEa
Figure 4a, b: Formalin-fixed paraffin-embedded (FF-PE) samples, right

(A) adenocarcinoma and the left (B) squamous cell carcinoma (HE, 10X)

In our case, two primary fumors were simultaneously
identified in the same lobe. These tumors, having different
histopathological patterns, are taken as criteria defining
synchronous tumors.

According to the literature, multiple primary lung cancer
occurs with an incidence of 1% to 16% in clinical series
(6-8). Autopsy studies have revealed a higher incidence
of 3.5% to 14% (9). Antakli et al. (10) demonstrated a
4.1% incidence of the second primary lung cancer in
1,572 cases of cancer patients: the metachronous cancer
comprising 60% and the synchronous 40%.

Squamous carcinoma is the most common histopatholog-
ical type in multiple primary lung cancers. Most of the
cases contain associations between squamous carcinoma
and one of other tumor types. Squamous carcinoma -
squamous carcinoma, squamous carcinoma — small cell
carcinoma, squamous carcinoma - adenocarcinoma
associations are the most frequent pathologic associo-
tions in synchronous tumors (11,12). In our case, adeno-
carcinoma was detected in the anterior segment and
moderately differentiated squamous cell carcinoma was
detected in apicoposterior segment of the left lung.
Surgical strategy in patients with metachronous and syn-
chronous lung carcinomas is determined on the basis of
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patient status and tumor resectability (7). In 2010, Finley
et al. (13) reported a series of 175 patients with synchro-
nous primary lung cancers who had undergone surgical
resections, where it was discovered that, in 15 % of them,
the lesions were in the same lobe. Patients with synchro-
nous tumors, five-year survival has been determined as
27% in patients undergoing pneumonectomy and 71%
after lobectomy / segmentectomy (14). In the case of our
patient, a left upper lobectomy was performed. Long-term
survival has been reported to be better in patients with
synchronous tumors than the patients with stage 3B and
stage 4 pulmonary cancers (15).

The seventh revision of the International Association for
the Study of Lung Cancer (IASLC) tumor—node—-metastasis
(TNM) staging of lung cancer led to alterations in the
classification of the T and M descriptors of the staging
system. T4 tumors with additional nodule(s) in the same
lobe of the primary tumor have been reclassified as T3 (2).
In 2012, Sepehripour et al. (16) presented a case with
three synchronous, histologically different, primary tumors
in the same lobe and the reclassification of TNM staging
has led to the downstaging of the tumor, allowing con-
sideration for surgical management, in this patient.
According to the seventh revision of the IASCL TNM stag-
ing of lung cancer, multiple primary tumors should be
separately staged (2). In our case, according to TNM
staging system, one of the tumors was evaluated at stage
1A and T1b, NO, MO, while the other tumor was revealed
to be at stage 2A and T2a, N1, MO. Therefore, the pres-
ence of nodal involvement (either N1 or N2), especially
along with other poor prognostic predictors, indicates an
aggressive clinical course and consideration should be
first given to other available curative treatment options
(17). In our case adjuvant chemotherapy was planned.

In conclusion, the possibility of detecting synchronous
tumors should be considered, if more than one pulmo-
nary tumor is seen simultaneously. We believe that the
diagnosis is important because of the changes in staging,

prognosis and treatment modalities.
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