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Cavitating Adenocarcinoma and Squamous Cell Carcinoma in the
Same Lobe of the Lung

Ji Hoon You, M.D.*, Joung Ho Han, M.D.**, Kwhan Mien Kim, M.D.*, Jhin Gook Kim, M.D.*,
Young Mog Shim, M.D.*

Synchronous primary lung cancers in the same lobe are rare. Cavitating adenocarcinoma as
single lung lesion is unusual. We experienced cavitating adenocarcinoma and squamous cell
carcinoma in the same lobe of the lung. The patient was a 64-year-old male with chief
complaints of hemoptysis. CT scan showd a central mass in right upper lobar bronchus,
obstructive pneumonia, and lung abscess in the right upper lobe. Pathologically, the central
mass was a 2.3X1X1cm sized squamous cell carcinoma, and lung abscess was revealed as
a 3xX2x2cm sized adenocarcinoma. The patient was discharged without any specific
problem after right peumonectomy.

(Korean Thorac Cardiovasc Surg 2002;35:153-6)
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Fig. 1. Chest radiograph shows air space consolidation and
air-fluid level in the right upper lung zone.

Fig. 2. Chest CT scan shows a central mass in right upper
lobar bronchus, obstructive pneumonia and cavitary lesion.
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Fig. 3. Gross photograpny showing gray tan firm mass with
penpheral necrotic cavity and pneumonic consolidation.
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Fig. 4. Gross photography of bronchogenic squamous cell
carcinoma showing white gray mass.
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Fig. 5. Photomicrography of bronchogenic squamous cell
carcinoma showing in situ and invasive tumor(HE stain,
x100).

Fig. 6. Photomicrography of adenocarcinoma showing acina
rand tubule formation(HE stain, x100).

1. Warren S, Gates O. Multiple primary malignant tumors.A
survey of the liteature and a statistical study. Am J Cancer
1932;16:1358-414.

2. Kaoru K, Tetsuyu M, Keizo S. Adenocarcinoma and
squamous cell carcinoma in the same lobe of the lung.

— 155 —



A

ol
=

o

| & BFAl ]

=20

o Jo

=l Hq‘

Al

o AJ

ekt

&

M=t

L4

oK

S8t

Respiration 1991;58:226-8.

3. Carey FA, Donnelly SC, Lamb D. Synchronous primary
lung cancers: prevalence in surgical material and clinical
implications. Thorax 1993;34:344-6.

4. Shankar PS. Synchronous dual primary lung carcinoma. ]
Am Geriatri Soc 1981;328-30.

oF-2] 7]
2002:35:153-6

cancers. 1 Thorac Cardiovasc Surg 1990;99:769-78.

. Ferguson MK, DeMeester TR, DesLauriers J, Golomb H.

Diagnosis and management of synchronous lung cancers. J
Thorac Cardiovasc Surg 1985;89:378-85.

. Chaudhuri MR. Primary pulmonary cavitating carcinomas.

Thorax 1973;28:354-66.

5. Claude D, Peter CP,Victor FT. Multiple primary lung
A EEE=
2ol gy gk TAA A FE ool dig BuE =¥ doln el WHeR Wi A
2ES P4l A QA =B nolx gk BA S T5E Ak Ada Fukw 244
1 BAE AWsls AFAEY 19HE AFslgioh 3= 44 dRIE 27 APE AR ALE F4E
ystgdoh sad AisigEa ) oAk Z|#AE = FAA 1 9 o2 A G HH4 F)
2 1 sek AAL HAou 443 Helzasy Al 23cmA7| AFAEY FH FA4 A
(cental necrosis)Z E¥FsE= 3cm 2719 AgFo s A=Yy 4% A Jele kEspen, dA 9
B2 ook
M ool 1L A 5 F
2. N HA Az E

— 156 —



