
CLINICAL COMMUNICATION TO THE EDITOR
Tumor Emboli: A Rare Cause of
Acute Pulmonary Hypertension

To the Editor:

A 70-year old man with stage IV prostate cancer pre-
sented to our hospital with 10 days of progressive shortness
of breath. He was tachycardic, tachypneic, and mildly
hypoxemic. Initial blood counts, chemistry, and troponin
were normal. An electrocardiogram showed sinus tachy-
cardia without conduction or ischemic changes. A chest
x-ray study was unremarkable.

The patient was diagnosed with metastatic prostate can-
cer the previous year and underwent 6 rounds of treatment
with docetaxel. At the time of presentation, he was main-
tained on the gonadotropin-releasing hormone analog
degarelix. Other medications included aspirin and metfor-
min. He was a former smoker.

Initial work-up of the patient’s dyspnea and hypoxemia
with a computed tomography angiography of the chest was
negative for pulmonary embolus. A transthoracic echocar-
diogram showed preservation of left ventricle structure and
function, but a severely dilated right ventricle with an esti-
mated pulmonary artery systolic pressure of 62 mm Hg.
Further work-up with a nuclear medicine ventilation perfu-
sion scan showed numerous small bilateral unmatched
perfusion defects and one moderately sized unmatched
perfusion defect in the right mid-lung (Figure). This result
increased suspicion for tumor emboli syndrome as the
cause of the patient’s acute pulmonary hypertension.
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The patient underwent right heart catheterization. His
mean pulmonary artery pressure was 37 mm Hg, with a
normal pulmonary capillary wedge pressure of 13 mm Hg.
During the procedure, blood was aspirated from the right
pulmonary artery and sent for analysis. The cytology lab
later reported that the blood sample contained malignant
cells consistent with high-grade carcinoma.

Shortly after the right heart catheterization, the patient
became acutely more hypoxemic and then hypotensive.
Continuous norepinephrine and inhaled nitric oxide were
initiated. A bedside echocardiogram showed compression of
the left ventricle by an extremely dilated right ventricle. The
patient became pulseless; his family chose to terminate
resuscitation efforts and he died.

Acute pulmonary hypertension can occur when tumor
cells embolize to the pulmonary microcirculation, causing
obstructive physiology. Signs and symptoms are similar to
those seen in pulmonary thromboembolism, including dys-
pnea, hypoxemia, and cor pulmonale.1 This patient’s risk
factors for thromboembolism included malignancy and
androgen deprivation therapy.2 His initial evaluation, how-
ever, excluded this etiology.

The diagnosis of tumor emboli is often overlooked. A
recent series showed only 1 of 17 (6%) patients with tumor
emboli was diagnosed antemortem.1 The presence of tumor
emboli can be suggested by a typical scintigram pattern of
numerous bilateral peripheral subsegmental defects.3 The
definitive diagnosis, however, requires pulmonary micro-
vascular sampling and cytological analysis.4 A history of
malignancy should increase suspicion, but its absence
should not exclude consideration of this entity.5

To our knowledge, 4 cases of tumor emboli in a patient
with prostate cancer have previously been described.6-9

Unfortunately, there remains no treatment for this syn-
drome, and further investigation is necessary to improve its
diagnosis and treatment.
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Figure Ventilation perfusion scan showing numerous small bilateral unmatched perfusion defects. (1) anterior
posterior (AP) perfusion; (2) AP ventilation; (3) left anterior oblique (LAO) right posterior oblique (RPO) perfu-
sion; (4) LAO RPO ventilation; (5) left posterior oblique (LPO) right anterior oblique (RAO) perfusion; (6) LPO
RAO ventilation.
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