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Surgical Resection of Primary Sarcoma of Pulmonary
Artery Clinically Suspected of Carcinoid

Ho Seok Lee, M.D.*, Jhin Gook Kim, M.D.*, Kwhan Mien Kim, M.D.*,
Jung Ho Han M.D.**, Kyung So0 Lee, M.D.***

Primary sarcomas of the pulmonary arteries are rare, and the clinical presentation closely
resembles several more common conditions. Therefore, they are seldomly diagnosed
preoperatively without a pathologic examination of sufficient surgical specimen. Treatment of
these tumors remains primarily surgical as possible and the role of the adjuvant
chemotherapy and radiotherapy is not yet evident. We report a case of primary sarcoma of
pulmonary artery clinically suspected of carcinoid partially involving the pulmonary
parenchyme and the bronchus mainly in the left main pulmonary artery and the vein, with

left intrapericardial pneumonectomy.

(Korean Thorac Cardiovasc Surg 2000;33:195-8)
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Fig. 1. Chest radiograph shows the left hilar prominence
(arrows) along With some nodular lesions in the left middle
lung zones{open arrows). Also note obliteration of the left
lower cardiac margen
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Fig. 2A. Lung window of CT scan (7-mm collimation)
obtained at the subcarinal level shows the focal area of
ground-glass opacity(arrow) in the superior segment of the
left lower lobe, which was due to obstructive pneumonia. Also
note top of the main mass(arrowhead).

Fig. 2B. CT scan obtained at the level of the lingular
segmental bronchus shows the round mass(arrows) occupying
the anatomical region of the left lower lobar pulmonary artery.
Also note obliteration of the superior segmental bronchus of
the left lower lobe.
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Fig. 3. Gross photograph of pulmonary artery sarcoma
showing an irregular firm mass involving the pulmonary

artery(arrows) and extravascularly extending the lung
parenchyme(arrowhead) and abuting the bronchus(open
arrows).
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Fig. 4. Chest radiograph obtained after left intrapericardial
pneumonectomy shows total opacity in the left hemithorax
and surgical clip(arrow) in the left suprahilar area. Left
hemidiaphragm as well as gastric air bubble is elevated
supetiorly.
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