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A Case of Pulmonary Tumor Thrombotic Microangiopathy in a Patient
with Advanced Gastric Cancer

Ji Eun Jun, Jung Hoon Kim, Duck Hyun Ryu, Ji Eun Lee, Ho Jung Jeong, and Jeong Hoon Yang

Department of Internal Medicine, Samsung Medical Center, Sungkyunkwan University School of Medicine, Seoul, Korea

Pulmonary tumor thrombotic microangiopathy (PTTM) is a rare and fatal cancer-related pulmonary complication leading to se-
vere pulmonary hypertension, right heart failure, and death. Few cases of PTTM have been diagnosed antemortem. A 62-year-old
male showing complete remission of gastric cancer presented with exertional dyspnea. Transthoracic echocardiography showed
marked dilation of the right atrium, right ventricle, and the small left ventricle with normal left ventricular function. Right heart
catheterization also showed mild to moderate pulmonary hypertension. A chest computed tomography scan revealed no evidence of
acute pulmonary thromboembolism, but it showed consolidations with subpleural nodules in both lower lobes, and a lung perfusion
scan showed multifocal, non-segmental perfusion defects. Finally, a diagnostic lung biopsy with video-assisted thoracoscopic sur-
gery was performed, and the pathologic findings were compatible with PTTM. Here, we report a case of gastric cancer-related
PTTM that was diagnosed antemortem. (Korean J Med 2014;87:593-597)
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Figure 1. A chest computed tomography scan showed no evi-
dence of acute pulmonary thromboembolism in both main pul-

monary arteries.
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Figure 2. A comparative analysis of the chest CT scans. The images in panels A and B were taken on the day of admission. The images
in panels C and D were taken on day 5 of admission. (C) High-resolution CT of one of the subpleural nodules (red arrow) in the right
lower lobe. (D) Newly developed consolidations (red arrows) were observed in the left lower lobe.
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perfusion defects.

Figure 4. (A) Microscopic inspection of the resected primary gastric cancer (hematoxylin and eosin [H&E] stain, x 200) indicated a
poorly differentiated adenocarcinoma. (B) A video-assisted thoracoscopic lung biopsy (H&E stain, x 200) showed several tumor cell
clusters (blue arrow), similar to those in the stomach that were accompanied by concentric fibrocellular intimal proliferation (black ar-
row) and (C) the obstruction of various arteries and arterioles (H&E stain, x 40).
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