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== Abstract =

The Clinical Manifestations of the Five Cases of Lymphangitic Carcinomatosis of
the Lung Presented as Diffuse and Interstitial Disease

Young Joo Sung, M.D., Soo Jeon Choi, M.D., Bong Chun Lee, M.D. and Dong Scon Kim, M.D.

Department of Internal Medicine, Inje University, College of Medicine, Seoul, Korea
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Background: The lung is the most common site of metastasis and usually it manifests as a single
or multiple nodules in chest X-ray. But less commonly the cancer spreads through the lymphatics and
X-ray shows diffuse reticulonodular densities. Sometimes, patient is presented with respiratory
symptoms only with interstitial lung infiltration before the signs of primary tumor and in that cases,
the differential diagnosis with other interstitial lung disease is required. We have experienced 5 such
cases, who were diagnosed as lymphangitic carcinomatosis by transbronchial lung biopsy.

Methods: Clinical manifestation, pulmonary function test, modified thin section CT, bron-
choalveolar lavage and transbronchial lung biopsy were done.

Results: The primary tumor was gastric cancer in 3, lung cancer in 2. Pulmonary function test
showed restrictive pattern with low DLco in 2 patients and obstructive pattern in one. Bron-
choalveolar lavage showed lymphocytosis in 4 patients and malignant cells were found in one patient.
Transbronchial lung biopsy revealed malignant cells localized to the lymphatics (peribronchial,
perivascular and perialveolar). Cell type was adenocarcinoma in 4 and squamous cell carcinoma in
one.

Conclusion: Rarely lymphangitic carcinomatosis can be presented as diffuse interstitial lung disease
and easily diagnosed by transbronchial lung biopsy.

Key Words: Lymphangitic carcinomatosis, Lung, Transbronchial lung biopsy, Lung cancer, Stomach
cancer, Bronchoalveolar lavage
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Fig. 1. Posteroanterior roentgenogram of the chest
reveals extensive involvement of both lung
field by increased diffuse reticulonodular inter-
stitial marking and disclosed short linear se-
ptal thickening on right lower lung field.

Table 1. Puimonary Function Test

Case FVC FEV1 FEV1/FVC MMEF DlLco
{titer) {liter) % (liter/sec) {ml/min/mmHg)
I 3.7 (80%) 3.1 (83%) 83 3.2 (67%) 14.6 {44%)
T 4.6 (98%) 3.8 (96%) 82 3.6 (74%) 18.1 (68%)
i 2.4 (84%) 1.4 (57%) 67 0.8 (27%) 19.5 (94%)
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Fig. 2. Modified thin section chest CT scanning shows
interlobular septal thickening running perpen-
dicular to the subpleural space on right basal
segmental area.
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Fig. 3. Perialveolar lymphatics are distended with cancer cell. Trans-
bronchial lung biopsy. (H&E)



Fig. 4. Perivascular lymphatic dilatation caused by mucin secretion
of adenocarcinoma. Nests of tumor cells can be seen floating
within the mucus. Transbronchial lung biopsy. Mucin stain

(PAS)

Fig. 5. Peribronchial lymphatic channel is filled with cancer cell.
Transbronchial lung biopsy (PAS)
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Fig. 6. Perivascular lymphatics are di

lated by mucin secretion of'

adenocarcinoma. Transbronchial lung biopsy. (H&E)

Table 2. The Cellular Compeosition (%)} of Bronchoalveolar Lavage Fluid

Case AM Lymphocyte PMN Eosinophil
| 87.5 19.0 1.5 0.0
11 77.5 18.5 3.5 0.0
m 56.5 43,5 0.0 0.5
v 71.0 22.5 5.5 1.0
v 84.0 13.5 3.0 0.5
Mean + S.D. 75.3+£12.0 23.4+12.0 2.7+1.6 0.4 +0,3
AM, alveolar macrophage ; PMN, polymorphonuclear leukocyte.
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