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Introduction: Pulmonary embolism is frequently seen in malignant diseases and requires anticoagulant 
treatment1. The decision on fibrinolytic therapy is based mainly on hemodynamic state of the patient. 

Case report: 56-year-old female patient was admitted to our department because of severe dyspnea and 
chest pain. She was a heavy smoker and few years ago she underwent chemotherapy and surgical treat-
ment for colorectal carcinoma, maintaining complete remission. Five months’ prior admission she started 
complaining of dyspnea, dry cough, pain in the left hemithorax, inappetence and significant weight loss. 
Among other diagnostic tests, pulmonary CT angiography was performed and massive pulmonary embo-
lism was diagnosed. At the time of admission, the patient was hemodynamically stable and D-dimer values 
were only slightly elevated (2 mg/l). According to patient history, it was more likely that she had had chronic 
pulmonary embolism, so we decided to start therapy with low molecular weight heparin and warfarin, rath-
er than fibrinolytic therapy. Echocardiography findings revealed severe right heart pressure overload with 
mild cavity dilatation, preserved systolic function, mild to moderate tricuspid regurgitation and a massive 
thrombus in truncus of the pulmonary artery (PA) with signs of pulmonary valve (PV) obstruction (Figure 
1). There were no signs of deep vein thrombosis nor relapse of colorectal carcinoma. After adequate anti-
coagulation, 11 days later, echocardiography revealed progression of the obstructive mass in the PA trunc. 
However, the patient was still hemodynamically stable and eupneic. Even though a fibrinolytic therapy was 
considered again, we decided against that treatment option. A CT pulmonary angiography was repeated and 
showed signs of pulmonary artery angiosarcoma: an endoluminal mass infiltrating pulmonary valve up to 
the pulmonary artery bifurcation, lobar and segmental branches and with suspected pulmonary infarc-
tion without mediastinal lymphadeopathy (Figure 2). The patient was transferred to department for lung 
diseases. PET/CT body scans showed metabolic activity in the pulmonary artery mass and a lymph node 
above the pulmonary artery while cytological findings taken during secondary carina punction revealed 

mesenchymal malignant neo-
plasia. A MR scan of the heart 
and pulmonary MR angiogra-
phy described a partially ne-
crotic mass attached to pulmo-
nary valve without myocardial 
infiltration (Figure 3). Consider-
ing the complexity of the case, 
a definite treatment decision is 
going to be made by a medical 
council including cardiologists, 
pulmonologists and cardiac 
surgeons2,3.

Conclusion: Although pulmonary embolism may accompany malignant diseases, other etiologies of 
the infiltration of the pulmonary artery should also be taken into account, especially when consider-
ing fibrinolytic therapy. Regular echo follow-up is helpful in visualizing the thrombus regression un-
der anticoagulant therapy as well as setting indications for further diagnostic and treatment options.
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Massive pulmonary embolism or something else in the pulmonary 
artery truncus?
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FIGURE 1. Echocardi-
ography: proliferative 
mass of pulmonary artery 
truncus.                

FIGURE 2. Computerized 
tomography scan: prolife-
rative mass of pulmonary 
artery truncus.      

FIGURE 3. Magnetic reso-
nance angiography: proli-
ferative mass of pulmonary 
artery truncus.




