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Tumor Embolism of Right Heart Diagnosed with Echocardiogram
in Patients of Hepatoma with Inferior Vena Cava Thrombus

- A case report -

Jeong Wha Jang, M.D., Shin Ok Koh, M.D.,, Jong Rae Kim, M.D. and Jin Kyung Kang, M.D.*

Department of Anesthesiology, Internal Medicine*, Yonsei University College of Medicine Seoul, Korea

Pulmonary thromboembolism is a leading cause of morbidity and mortality. Many patients dying of
pulmonary thromboembolism have serious underlying illness such as cancer and congestive heart failure.
Cancer patients are prone to both thrombotic and tumor embolism. In cancer patients, tumor pulmonary
embolism and thrombotic pulmonary embolism can be associated with dyspnea, cor pulmonale and
pulmonary hypertension. We presented a female patient of 63 year-old age of a hepatoma with inferior
vena cava thrombosis. She had been transferred to the intensive care unit in state of refractory hypoxemia
with 100% oxygen inhalation. Perfusion scan showed 60.71% defect in right lung and 39.28% defect
in left lower lung field. Heparin infusion was done with the impression of pulmoary embolism without
effect. Initial hemodynamic data with insertion of pulmonary aftery catheter showed that cardiac index,
1.62 L/minute/M’, right atrial pressure, 28 mmHg, pulmonary capillary wedge pressure 14 mmHg.
Cardiac index did not increase in spite of dobutamine and dopamine infusion. Right atrial pressure
increased to 29 mmHg but pulmonary capillary wedge pressure was 11 mmHg with fluid administration.
Echocardiogram revealed that mass, 7 X8 cm of size, was in right heart in connection to inferior vena
cava thrombus. Tumor embolism from hepatoma would be suspected in our patient, but we did not
confirm that case with the biopsy or autopsy. Echocardiography with pulmoary artery catheter insertion
would be helpful to diagnose the disease which was suspected of pulmonary embolism and tumor
embolism in cancer patient. (Korean J Anesthesiol 1995; 29: 442 ~446)
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o] &7ke 471 YelukE A= % JF AAY
serum glutamic-oxaloacetic transaminase(SGOT), serum
glutamic-pyruvic transaminase(SGPT)7} z}Z} 273, 172
international unit(IU)/LE A&5o] %13 blood urea
nitrogen(BUN), creatinineo] Z}Z} 33.8, 2.4 mg/dLZ
4sslol Uk PP Foll AW FE X-AellA
A ol garo] YL ABF 2WE $3o]
60.71%, #Zo] 39.28%2 &% Hizlgel AES
k™ 1.

Ash 2 4T A4 2hoz H ARE o4
sloll slukgl X8 E AlFslsich A SYUAe gt
= 3FET] o] Aslo, 100% ALE nfAzaZ
FAAT dulolA Alfg FHE shA BAY pH
7.46, PO, 49 mmHg, PCO: 19 mmHge|o]A 7|
Aag A AdE FEAAE ol FEAU

g2 FEAAAA §% FUE &7

L-Zo0] 60.71%, 2=H] s}l 39.28%2] perfusion defectd Kol Uch
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Puritan-Benett 7200 (Puritan-Benett Corporation, Santa
Monica, USA)Z ¢ A& E&(Fi0y) 0504 =4
715 AFsicr. FHE sk 442 pH 74),
PO, 50 mmHg, PCO; 22 mmHgelQlow, §FUA4LE
& 072 F7HAA AlgE 72 EA4gelA pH
7.44, PO, 44mmHg, PCO, 17mmHg(Table 1) A4
Hatel T-o] glgleh €< 1407102 mmHg, A4

g 112380 A A €983 dert Btgsia
£HFgE FiAsied AFY FlelElEE AQlEHd
up AlubE Al 162 LmigM’, $414lel 28 mmHg,
#HE gt 20/14 mmHg, = 2AY 34 7]k (puimonary
capillary wedge pressure)o] 14 mmHg$ith(Table 2).
R4 UM 29AE WEE Hsto] el
AXNEL 4444 dlwi(supraventricular tachycardia)

Table 1. Arterial Blood Gas Analysis

Respiratory Care FiO, PaO, 0,Sat pH PaCO: HCO; BE
Ward 0. mask 1.0 49 88 7.46 19 14 -7
ICU day Ventilator care
1 C/AMV 0.5 50 87 7.41 22 14 -8
2 C/AMV 0.7 44 87 7.44 17 12 - 10
3 C/AMV 1.0 54 90 7.53 22 15 -7
4 C/AMV 1.0 55 92 7.47 23 17 -5
5 C/AMV with
PEEP 5 ¢cmH-0 10 55 90 7.45 25 18 -4
6 C/AMV with
PEEP 8 cmH;O 1.0 45 75 7.26 36 16 -9

C/AMYV, controlled/assist mode ventilation; PEEP, positive end expiratory pressure; FiO,, fraction of inspired oxygen

concentration; Pa0O., mmHg; O, Sat, O; saturation, %; PaCO, mmHg; BE, base excess.
Table 2. Hemodynamic Data
ICU BP(S/D/M) PR CI SVR RAP PAP(S/D/M) PCWP Drugs
day mmHg beaymin L/min/M>  dynes sec/em’® mmHg mmHg mmHg ug/kg/min
2 140/102/115 112 1.62 2708 28 20/14/17 14
3 115/74/94 106 2.37 1686 20 18/7/21 11 dopa:17
dobuta:22
4 122/76/88 106 1.56 2152 21 15/6/10 7 dopa:19
dobuta:22
5 130/84/95 120 1.45 2285 29 19/11/14 11 dopa:19
dobuta:22

BP(S/D/M), blood pressure(systolic/diastolic/mean); PR,

resistance; RAP, right atrial pressure; PAP, pulmonary artery pressure;

dopa, dopamine; dobuta, dobutamine.

pulse rate; CI, cardiac index; SVR, systemic vascular
PCWP, pulmonary capillary wedge pressure;
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@ 2. AxSHEAL a) mass7h st GAHI A 9k b) FAR, A4l tumor embolism2. 2 Kol 7x8

cm®] 27|92 mass7} H.<Qld)

ol st L FE2 ALAQ verapamil o
g Ad, 444 N2 golzich v dopa-
mine?} dobutamine§ A& F-oidin FHE Fosl
deovt "ok dsdA gy £dFE A5 F
aslglet. FRFA 2 AR 21~29 mmHgo|
HAAE F7kek wb Az Adayrise 7~11
mmHge] 2 "eto] 122/76~130/84 mmHge| ] 2.1}
AbEE7t 106~1203/F0.8 /b9 deE A&
=t

A AagEe A0l glol FUALEEE 102
g F7HFI E7eptg 5 cmH:0 oA 8
emH02 Frtstd ot WY stA EA44 pH
7.26, PO, 45 mmHg, PCO, 36 mmHge & A4 E<t
g THe] gx 23|78 Hslo] kel AW &
E FAHRAR, olHel Folsl slgtele A
7} glol 84U YA 2] slgkel ol g 3
sholch A2 S AY A g Wz
A=z SAYH $AAll 7x8 emel A7)
F27F 4AHAK 2™ 2). A= dopamine} do-
butamine-S A4 o8 Z8FA]F| 3 norepinephrine 7}
A FAYIoE BT AL €go] Y AW
gro]| ZHamstoe] 3 Feo] HA ofvhrt FERA UA
64 shol] Aputalgict.

il &
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el = 3F A7HA 2 2% w9 60.71%0
A Ag, 9% w9 39.28%04 AYANE Hol )
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otropic agent)& F¥sto] X @x}2] ¥alo] 45l
%3 HEZAMEAH7IHE 11 mmHgoly & AW
qfato] 29 mmHgE A4tle] FH-9- 4R Aol o
H Hwoe] gl8 ZAeg yZwEo] HxFWEE 4
Atk AxS9E Az 44, $44E A9
o A Akt F3) Yaio] Uar olAo] &
Wz A= et ¥ Feyl ez
A4 Ag2E Hd #Ao| =2 tumor embolisme] 7}
4ol AT 2AAAZ EA¥ 57} ¢l

AN N 5~15%9 HEZ gHe] U4y
¥ gA4 w548 Z(thrombotic pulmonary embo-
lism)¥} Zokol] 23t #| A Z(tumor pulmonary em-
bolismye] 25 HAE + led ¥€F AH4F
(thromboembolism)o] AgHAE2] & 29 Aggd<le]
Ha glek o] 2 348 F4, HAA A Fel
A2 vlzste] glgH ez PHevrt oy FU
o o8 HHZFE YA HAFoz AX gy
TE U3, Aele] Fukd oi® I

o "HAHAY AAFe] XA8ge o4 dFR
ukel Zho]l T2 sliztzldt L FgFauAlale] Fol
83 gl axolAt, Tl o3 HAFYU A
S AXFA4) 3142 H(cytotoxic chemotherapy) 2. & L
X goll Al #olalA chEch whelal Fokol] o3t A
Z e YA MAHFA £ x5EF dohd
esld o A AHE zA¥ FE Yo B
BN st Fojoff whgslx] opm et of
SEln J2EuEddA A4 caviyd A g
gt =Zv1el F7 AW AR ulFo] A4
AAFEE Fgoll g YAFo] F e}
Fogoll 23t MFHF HA AHAZo] Fubudd
Aoz A4zZke = Ak a2y 2AHAE sA
X387 wlEell AR o g Aoz Agd

ot & olollAs}h o] dAFYgAGA ATl
HEaA e B84 A4S F(refractory hypoxe-
mia)F 4T TFZZo] U dloAiE Fgoll ¢
AAF zhdss] Ad Ay s Eg 49l
o dFHngste] F7ok 9% Y& sete
I, 3 Foll J2IHEE o] B3t AFFEYH
A%, AA9 chamberie] & Fdsled =
ol & Aoz Aasd.
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