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Pulmonary Infarction Associated with Bronchogenic Carcinoma

Hiroko 5. Tsunoda, Yukihisa Saida, Mikio Doy*, Yuji Kimula*, Kiyoshi Matsueda,
Yoshihisa Kurosaki, Kemmei Kuramoto and Masayoshi Akisada
Department of Radiology, Department of Fathology*, University of Tsukuba

Research Code No. : 506
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Pulmonary infarction may be associated with bonchogenic carcinoma. Radiopathological
correlation was performed in four patients. There were two cases of squamous cell carcinoma, one case
of adenocarcinoma and one case of large cell carcinoma.

Infarcts in patients with squamous cell carcinoma were obscured on plain radiographs by a large
primary tumor or atelectasis of the affected lobe. Infarcts in adenocarcinorma and large cell carcinoma
were clearly demonstrated on plain radiographs; 1 to 2 cm in size, round or polygonal in shape, blurred
in margin, and located at the periphery of the same lobe as the primary tumor. Rapid appearance of
infarcts was helpful in distinguishing from intrapulmonary metastasis.

Invasion of the pulmonary artery, pulmonary vein and bronchial wall in hilar region was thought
to be responsible for pulmonary infarction. Pulmonary infarct should be considered in patients with
centrally invasive bronchogenic carcinoma, when a small ill-defined opacity appears at the periphery

of the involved lobe over a short period.
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Fig. 1 A) The primary tumor is demonstrated as an oval mass measuring 2.5cm in
size at the apex of left upper lobe. B) About one month later, a new lesion with
lcm in size has developed just inferior to the primary tumor. C) In another three
weeks, the 3rd lesion has developed in lateral portion of left upper lobe.
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Fig. 2 A) Surgical specimen shows extensive hilar lymph node metastasis with invasion to the
pulmonary vessels and bronchial wall, Encasement of A” is indicated by arrow. B) At the
periphery of $*aii, infarct is shown together with surrounding foci of intraalveolar hemorrhage.
C) Schematic drawing of case 1. The primary tumor is locating at Si+%hi associated with
extensive metastasis to the hilar Iymph nodes.
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Fig. 3 A) The primary tumor is demonstrated as
an ill-defined mass in right middle lung field. B)
About two weeks later, another hazy opacity has
developed at the periphery of right S®b near the
costophrenic angle (arrow).
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Fig. 4 A) The primary tumor is locating at Sci (arrow). B* and A® are encased by
lymph node mass in hilar region (arrow head). In periphery, B* is ectatic and
mucoid impaction is noted, B) Infarct about lem in size {arrow) is present in the
subpleural area of right S* bii, and surrounded by intraalveloar hemorrhage
{hatched arrow). C) Schematic drawing of case 2.
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LYMPH NODE METASTASIS

Fig. 5 Relationship between the location of the primary tumor and the infarct.

Table 1
Case 1 2 3 4
Primary Large cell Adenocarcinoma Squamous Squamous
tumor carcinoma (papillary) cell carcinoma cell carcinoma

2.5%3.0cm 3.Ocm26 5%3.0cm 3.5cme
left B'*?bi right Bfci left superior left inferior

trunk trunk

Infarct 2.0cme, 1.0x2.0cme 1.0cmg 1.(11:1':1?
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Fig. 6 Squamous cell carcinoma of left superior Fig. 7 Squamous cell carcinoma of left inferior
trunk. Infarct is obliterated by a large primary trunk. Infarct is not detectable because of left
tumor at the left hilar region (71-year-old male). lower lobe atelectasis (51-year-old male).
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Fig. 8 Subpleural infarction and surroundig intra-alveolar hormorrhage.
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Fig. 9 A) Tumor emboli exist in the proximal pulmonary artery with stricted
B) No cancer cells exist in or near the
infarction. Fibrous intimal thickening of the small pulmonary artery (arrow) is

lumen compressed by the tumor.

suggestive of recanalized vessel.
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