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A Case of atypical bronchial carcinoid with multiple distant metastasis
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Bronchial carcinoid tumors are uncommon, constituting approximately 3-5% of all primary lung
cancers. Classification of these tumors has evolved substantially as our understanding of the
cellular, biologic, and clinical aspects of these neoplasms has improved. Initially, bronchial
carcinoids were thought to be benign and therefore were classified as bronchial adenomas.
Currently, however, they are well recognized as having the potential for both local invasion and
distant metastatic involvement. Consequently, carcinoid tumors are frankly malignant. Thus
bronchial adenoma is a misnomer that should no longer be used for bronchial carcinoids. Most
investigators currently favor classifying carcinoid tumors as a type of neuroendocrine neoplasm
because of their potential to secrete a variety of chemical substances found in both the central
nervous system and the epithelial cells of numerous organs. Bronchial carcinoids are usually
characterized by a slow growth pattern and a low incidence of metastasis, and histologically
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confirmed by the azurophil staining and the presence of the characteristic neurosecretary granule
on electron microscopy. Atypical carcinoid tumor was first defined by Armrigoni et al, who
proposed the following criteria for separation of atypical carcinoid from typical carcinoid tumor :
1) increased mitotic activity with 1 mitotic figure per 1-2 high power fields(or 5-10 mitoses /10
HPF ), 2) nuclear pleomorphism, hyperchromatism, and an abnormal nuclear-cytoplasmic ratio, 3)
areas of increased cellularity with disorganization of the architecture, and 4) tumor necrosis. In
contrast, typical carcinoid tumor may have focal cytologic pleomorphism, but necrosis is absent

and mitotic figures are rare. Recently we experienced a case of atypical bronchial carcinoid with

multiple distant metastasis, so we report this case with a review of the literature.
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Fig. 1-A Tnitial chest PA: irregular marginated walnut-
sized soft mass in Lt. hilar area.

Fig. 2-A Chest CT: irregular marginated low density mass
in LLL bronchi, superior segment with
encasement of descending aorta, invasion and
thrombosis formation in Lt. inferior pulmonary
vein and Lt. atrium.

2-B Chest CT: heterogenous soft tissue mass in Rt
axillary area is seen.



BRONCHOSCOPY. AKIM. K. W, 7P. X, C.

Fig. 3 Bronchoscopic finding: nearly complete degreed
luminal stenosis and obstruction due to well
defined irregular surfaced mass lesion mainly
arising LB6 OS.
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Fig. 4-A Perivascular organcid pattern of hyperchromatic
necrotic tumor cells.(H&E, x100)

B Chromogranin staining positive.
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Fig. 1-B After chemotherapy, Lt. hilar mass is markedly
decreased.
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Fig. 5 Brain CT: multiple different sized iso or mildly
hyperdense round lesions scattered in both cerebral
hemisphere.
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Table 1 Typical and Atypical Carcinoid: Distinguishing Features

FEF P HA FBA gRgol

pleomorphism), <) (nucleolus)
o] B34, =g AA(hyperchromatism),
HAAHQA -4z vgo] #AHE B

(3) T A wido] gloX ME FTE
(cellularity)7} Z7H8 9171 & 2S5

(4) % FHArE F4471 e A

ZFA TN i) F& FA3 HYE
aAEgs g F ke Raix AT
19 3 o) grtAE o} HlFsih.

ABA FLFY AEE FAde HAA
A AAes AYrie ded TF AT
88 Hola FFAA A BgAs
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o} 9 3H AArt g FL& PEeE Ho
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Ha ek 2AgH o JYPA fgow &
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A9 ALE /s nEHoE AR

D wAgy gl ASE gA AA 2 A

A AAE A3 =S Astn AT
Feo] EB/EE «d¥ EFa(poor risk

group)dll A} FFo] FAR YA HA$+=
713 AW A A (endobronchial resection) 2

- WD. Travis, Pathologic diagnosis of lung cancer, PG course, ACCP. 25:1991 -

Histologic or Clinical Feature Typical Carcinoid Atypical Carcinoid
Histologic Patterns: Organoid, Trabecular, L .
il
Palisading and Spindle cell Characteristic Characteristic
Mitoses Abent or rare Increased, up to 10/10 high
power fields
N i Uncharacteristic Characteristic, usually focal or
punctate
. . Usually absent, not sufficient
Nuclear pleomorphism, hyperchromatism by itself for diagnosis of AC Often present
Regional lymph nod? metastases at 5.15% 40-48%
presentation
Distant metastases at presentation Rare 20%
Disease free survival at 5 years 100% 69%
Discase free survival at 10 years 87% 52%
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