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Pulmonary Giant Cell Carcinoma
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The pulmonary giant cell carcinoma is classified as a variant of a large cell carcinoma and
is diagnosed by the minimum component of 10% huge, pleomorphic and multinucleated giant

tumor cell

and emperipolesis of the neutrophils

into the tumor cells. This tumor is

characterized by local recurrences and early metastasis with extremely short patient survival.

However,

there are some reports that state that the survival time was extended by the

operative resection and postoperative adjuvant chemotherapy and radiotherapy. A 46-year old

male was admitted with complaint of hemoptysis for 2 months.

Through chest X-ray and

chest CT, a Scm sized mass was found in the apical segment of the right upper lobe. During
the preoperative evaluation, stenotic lesion in the left anterior descending coronary artery was
found and treated by percutaneous transarterial coronary angioplasty. Four weeks later, right
upper lobectomy was performed and the mass was proven to be a giant cell carcinoma. The

patient received adjuvant chemotherapy and radiotherapy.
(Korean J Thorac Cardiovasc Surg 1999;32:185-8)
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1. Carcinoma, bronchogenic
2. Carcinoma, non-small cell lung

3. Lung neoplasm
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Fig. 1. Preoperative chest PA : About 5x5¢cm sized ovoid
opacity in right upper thorax

Fig. 2. Preoperative chest CT @ About 5x5x5 sized mass is
found in right upper lobe of lung and it seems to invade the
pleura and soft tissue.
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Fig. 3. Preopeative chest CT : About 1cm sized lymph node
in right paratracheal area(arrow)

L

Fig. 4. Preoperative Coronary angiogram Stenosis in
proximal part of LAD and 1st diagonal branch of coronary
artery(arrow)
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Fig. 5. The huge, bizzare, pleomorphic and multinucleated
tumor giant cells are minimally composed of 10 percent of
the entire cellular component (H-E stain x 100)(arrow).
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Fig. 6. This tumor shows Emperipolesis (H-E stain x
400)(arrow).
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