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A Resected Case of Adrenocortical Carcinoma Metastatic to the Lung

ABSTRACT —— Background. Adrenocortical carcinoma is a rare neoplasm, and the lung is the most common site
of its metastasis. Case. A 63-year-old man, who had received surgical resection for the left adrenocortical carci-
noma 16 months previously, was found to have a nodular shadow in the left upper lobe on computed tomography
(CT) while undergoing examinations for another disease. As a CT-guided transbronchial lung biopsy (TBLB)
failed to establish the diagnosis, the lesion was removed by wedge resection for the sake of therapeutic diagnosis.
Pathological examination revealed it to be a pulmonary metastasis of the adrenocortical carcinoma. The patient is
alive without recurrence after 4.5 years of follow up. Conclusion. Adrenocortical carcinoma metastasizes to the
lung frequently, and the prognosis of such cases is generally poor. There is some possibility that surgical resec-
tion is beneficial for adrenocortical carcinoma metastatic to the lung.
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Figure 1. A contrast-enhanced chest CT shows a tumor
with central necrosis located between the left kidney and
the pancreas tail (arrow).
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Figure 2. A chest X-ray film taken before the operation for the primary tumor (a) already shows a
small nodular shadow in the left upper lung field (arrow). Another film on admission (b) shows a same
shadow (arrow), and the size is almost unchanged compared with the previous image.
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Figure 4. (a) The cut surface of the primary tumor shows a solid and centrally necrotic mass surrounded by a cap-
sule. (b) That of the metastatic tumor shows a nodule which has no similarity to the primary tumor macroscopically.

Figure 5. Microscopic findings (hematoxylin-eosin stain). (a) The primary tumor shows an increase of tumor cells
which have a swollen nuclei with irregular edges and some atypical mitoses (x400). (b) The metastatic tumor shows
a diffuse proliferation of clear cells and findings similar to those of the primary tumor (X 200).
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Table 1. Resected Cases of Metastatic Lung Tumor of Adrenocortical Carcinoma, Previously Reported in Japan

Age

Author (year) (gender) Location Size RFI Procedure Chemotherapy Outcome
Tanamura (1994) 51 (F) Bilate_ral, Unidentified 9 Lobectomy + Unidentified
multiple months enucleation
79 Wedee Relapse 65 months
Matsuyama (2002) 55 (M) Left S6 Unidentified X g Tegafur-uracil  after wedge resection,
months resection 6
left Sb segmentectomy
Hamanaka (2008) 40 (F) Left upper lobe Unidentified m;ﬁétlhs Lobectomy Mitotane 36 months alive
. Left S'*2, Wedge Mitotane + .
Arai (2008) 10 (M) right S? 10 mm or less resection CBDCA + DXR Alive
Agatsuma (2010) 66 (F) Right S 13 mm 216 Wedge 24 months alive
months resection
Present case 63 (M) Left St+2 18 mm Wedge 54 months alive
resection

RFT: relapse free interval, CBDCA: carboplatin, DXR: doxorubicin.
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