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Recurrent haemoptysis
in a young woman:

a case of a malignant
haemangiopericytoma

of the lung

T B Rothe, W Karrer, J-O Gebbers

Abstract
A 36 year old woman presented with mild
recurrent haemoptysis and cough per-

sisting over several months caused by a

malignant haemangiopericytoma of the
right lung.

(Thorax 1994;49:188-189)

Haemangiopericytomas were first described by
Stout and Murray.' About half occur at a

musculoskeletal site and a primary pulmonary
location is rare. To date about 90 cases of
pulmonary origin have been published, most
of them having been compiled in two re-

views.23 The degree of malignancy seems to be
higher when the tumour is located in the lung.
We present a case of a malignant haemangio-

pericytoma in a young woman, and a short
review of the current literature to stress the
importance of an accurate diagnosis and the
potential malignancy of this neoplasm.
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Case report
The 36 year old non-smoking woman had
noticed a dry cough and minimal haemoptysis
since November 1989. Three months later she
became febrile and a chest radiograph revealed
inhomogeneous consolidation of the right
upper lobe. After treatment with antibiotics
the fever ceased, but the cough and haemopty-
sis persisted. In March 1990 acid-fast myco-
bacteria had grown in one sputum culture.
Antituberculous chemotherapy was started
and the patient was admitted to hospital.
A second radiograph revealed a round,

sharply defined mass 8 cm in diameter in the
right upper lobe (fig 1). Bronchoscopic exami-
nation showed that the tumour was blocking
the apical segment of the right upper lobe.
Histological examination of biopsy samples
yielded neoplastic tissue with small round and
spindle shaped cells.
The tumour was removed by pneumonec-

tomy in May 1990. In October 1990 the
patient suddenly died. At necropsy massive
thrombotic embolism of the left lung was pre-
sent as well as a solid metastasis weighing 290 g
at the base of the pneumonectomy cavity.
Non-pathogenic mycobacteria were identified
from the sputum culture.

PATHOLOGICAL FINDINGS
The pneumonectomy specimen included a
lobated 8 cm tumour infiltrating the upper
lobe bronchus. Macroscopically, the pleura
was intact. The tumour had a typical light
microscopic appearance of a vascular pattern
with small, thin walled, branched sinusoidal
spaces between solid cellular areas. Reticulin
and collagen fibres enmeshed the tumour cells
(fig 2). Twenty five to 33 mitotic figures were
found per 10 high power fields. Several necro-
tic areas were located within the tumour and,
at its margin, infiltration into the lung paren-
chyma and the visceral pleura was present.

Immunohistochemically a strongly positive
reaction was found in the frozen sections for
vimentin in all cells, and for factor VIII-
related antigen in the cells lining the sinusoidal
spaces. Both these findings are typical of
haemangiopericytoma.4 The immunohistoche-
mical reaction with the proliferation marker
Ki-675 was positive in 15-20% of the tumour
cells indicating a high proliferative activity.
Reactions for cytokeratins, neuron-specific
enolase, desmin, actin, and S-i 00 protein were
negative.
No other pathological lesions were found in

the lung. Mycobacteria could not be detected
histologically.

Discussion
The histogenesis of haemangiopericytoma is
controversial46 but, because of its light micro-
scopical, ultrastructural, and immunohisto-
chemical features, most clinicians favour an
origin from pericytes around the small blood
vessels. It is an uncommon neoplasm, particu-
larly in the lung. The tumours can be central
or peripheral.

In two of the 18 cases from the largest series
described by Yousem and Hochholzer an
endobronchial polypoid lesion was found.3
Pleural infiltration was noted in eight cases,
areas of necrosis in 15, and vascular invasion in
seven. Metastases to regional lymph nodes or
to distant sites were not detected at the time of
thoracotomy. Mitotic figures were absent in
two cases and in the other 16 specimens 3-43
mitotic figures per 10 high power fields were
found.
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Figure 1 Radiograph of the thorax with an 8 cm
diameter tumour in the right upper field.
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Malignant haemangiopericytoma of the lung
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Figure 2 Photomicrograph of the malignant haemangiopericytoma featuring the high

cellularity of the neoplasm and the branching vascular channels with staghorn

configuration. Haematoxylin and eosin. Bar= 100 ,um. Inset: Reticulin fibres form a

typical network around single cells or around small cell groups. Gomori silver

impregnation. Bar- 20,um.

Criteria for malignancy have not been well

established. Yousem and Hochholzer3 have

proposed three categories - benign, uncertain

and malignant - according to the following

criteria: (1) infiltration of the chest wall or

mediastinum; (2) histological proof of angio-

lymphatic invasion; and (3) metastasis or

recurrence of the tumour. Additional adverse

prognostic factors include size greater than

8 cm diameter, necrosis, and mitotic rate

greater than three per 10 high power fields.

There is no radiological feature to help dis-
tinguish this neoplasm from others.7 A com-
puted tomographic scan during follow up of
our case might have shown the metastasis
sooner.' Better results in evaluation of the
postpneumonectomy space are reported by
magnetic resonance imaging.
The main therapeutic approach to haem-

angiopericytomas is wide surgical resection.
Postoperative radiotherapy may be of value.9
In cases of potential malignancy according to
the criteria of Yousem and Hochholzer men-
tioned above, a supplementary irradiation
might improve the prognosis.
Chemotherapy is restricted to metastasising

haemangiopericytomas when some palliation
of advanced disease may be achieved.'0
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