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The adrenal gland is a common site for metastasis from non-small-cell lung

cancer (NSCLC). Adrenal metastases are usually solitary, asymptomatic and
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Dr. Hiroaki SATOH is extremely rare and those occurring in the setting of NSCLC have not been
Miya-machi 2-3-1 reported previously. Herein we describe a 66 year old male patient with
MITO - JAPAN NSCLC who had huge but sole adrenal gland metastasis with rapid growth

and local invasion and extension into stomach, pancreas and left kidney.
Interestingly there was no increase in the primary lesion of NSCLC. These
findings were confirmed by autopsy. Despite the occurrence of an adrenal
gland metastasis with considerable size being rare, it should be considered in
the differential diagnosis, even if there is no involvement of the other organ
and the primary lesion is of a small size.
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OZET

Hizli biiyiime ve lokal invazyonla birlikte dev adrenal bez metastazi olan
otopsili KHDAK hastasi

Adrenal bez, kiictik hiicreli disi akciger kanseri (KHDAK)'nden kaynaklanan
metastaz icin yaygin bir bolgedir. Adrenal metastazlar genellikle soliter,
asemptomatiktir ve akciger adenokarsinomlu hastalarin evrelemesi sirasinda
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tesadiifen teshis edilir. Hizli biiyiime ve lokal invazyonla birlikte biiyiik ancak tek adrenal bez metastazi oldukca nadirdir ve KHDAK
ortaminda ortaya ¢ikanlar daha énce bildirilmemistir. Burada KHDAK’lI 66 yasinda erkek hastayi hizli bilyime ve lokal invazyon ve
mide, pankreas ve sol bébrege yayilma ve yayilmayla birlikte biiyiik ancak tek adrenal bez metastazi olan bir hasta tanimladik. llging
olarak, KHDAK'in primer lezyonunda bir artis olmadi. Bu bulgular otopsiyle dogrulandi. Biiyiikliigii nadir gériilen adrenal bez
metastazi gorilmesine ragmen, diger organ tutulumu olmasa ve primer lezyon kii¢iik bir boyutta olsa bile ayirici tanida disinilme-

lidir.

Anahtar kelimeler: Kiiciik hiicreli olmayan akciger kanseri; adrenal bez metastazi; hizli biyiime; yerel istila

INTRODUCTION

Adrenal gland metastasis from lung cancer occur far
more often than expected (1). Distant metastases at
the time of presentation of non-small-cell lung cancer
(NSCLC) are a frequent clinical problem.
Approximately 30-40% of NSCLC patients present
with metastatic disease at the time of diagnosis (2,3).
The most common metastatic site is bone, followed
by the lungs, brain, liver and adrenal glands (4).
Although metastasis to bilateral adrenal glands is not
uncommon, however, huge adrenal gland metastasis
with rapid growth, local invasion and extension into
the inferior vena cava as well as abdominal lymph
nodes or liver seemed to rarely be found in NSCLC
(5-7). In addition, adrenal gland metastasis was
usually associated with diffuse systemic spread. We
herein report an autopsied NSCLC case of huge but
sole adrenal gland metastasis with rapid growth, local
invasion and extension into the inferior vena cava as
well as abdominal lymph nodes and liver.

s

A

CASE REPORT

A 66 year old male presented at the Ryugasaki
Saiseikai Hospital with appetite loss that had persist-
ed for 3 months. Physical examination was unremark-
able. A chest radiograph and computed tomography
(CT) scan revealed a mass in the upper lobe of the left
lung with mediastinal lymph nodes, which were
expanding directly at the esophagus, with the com-
pression and narrowing of the esophagus (Figure 1).
CT guided transesophageal mediastinal lymph node
biopsy was performed, and a diagnosis of pulmonary
adenocarcinoma was obtained. The patient received
concurrent chemoradiotherapy with 6 courses carbo-
platin and paclitaxel and achieved partial response.
As left adrenal gland metastasis was found on an
abdominal CT scan taken 15 months after the initial
presentation, irradiation to the metastatic lesion was
performed (68Gy/34Fr) and achieved good response.
Regrowth of the metastatic lesion was found at 38
months after the initial presentation and the patient
had additional chemotherapy with docetaxel and

Figure 1. A chest radiograph (A) and computed tomography scan (B) revealed a mass in the upper lobe of the
left lung with mediastinal lymph nodes, which were expanding directly at the esophagus, with the compression

and narrowing of the esophagus.
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bevacizumab. However, enlargement of the metastat-
ic lesion and direct invasion into stomach and pan-
creas was found on abdominal CT scan (Figure 2).
The patient died of lung cancer one month later.

Autopsy examination demonstrated the left upper
lobe of the lung was firmly adhered to the chest wall.
The left upper lobe of the lung collapsed extensively
at the apex, and had adhered to the surrounding chest
wall and large blood vessels. A hard and white
fibrous lesion around the chest wall and surrounding
the large blood vessel was widely recognized, and it
also reached the part around the esophagus.
Histologically, the left upper lobe was mostly col-
lapsed and fibrotic. And high degree of fibrosing
lesion was widely observed in the chest wall, the
perivascular vessel periphery, and around the esoph-
agus. No residual tumor was observed, it is thought
that the tumor disappeared by treatment. The left ret-
roperitoneal organ and surrounding tissues had
extensive adhesions. On the cut surface, a white,
solid, and border unclear tumor of 60 x 55 x 32 mm
size was found in the portion where the left adrenal
gland above the left kidney would have existed.

Histologically, tumor cells with eosinophilic cytoplas-
mic tumor cells proliferated with vesicular nests,
small clumps, and cord-like shapes. Tumors were
accompanied by hyaline-like fibrosis in the surround-
ings. Tumor invasion was found in the stomach wall,
pancreas, left kidney. Immunohistochemical analysis
revealed CK7 (+), HNF4a (-), p53 (+). Similarity was
confirmed by comparison with specimens taken from

the primary lesion at the time of diagnosis of lung
adenocarcinoma. We considered that the influence of
poor fixation condition of specimen was the reason
for weak positive of TTF-1 and considered not contra-
dictory as metastasis of lung adenocarcinoma.

DISCUSSION

Adrenal gland metastasis of lung cancer is thought to
occur via the hematogenous route as is the case for
other organ metastases (8). Recent imaging studies as
well as autopsy studies illustrate that adrenal gland
metastasis from lung cancer occur far more often than
expected on the basis of organ size and blood flow
(4). We previously investigated whether specific
organ metastasis at presentation was of prognostic
significance in NSCLC patients (4). Adrenal gland
metastasis was one of the unfavorable prognostic
factors and was associated with a poor PS in the
study, although adrenal gland metastasis per se rarely
presents with severe symptoms and only few patients
with adrenal gland metastasis eventually develop
adrenal insufficiency (4,9,10). The precise etiology of
adrenal gland metastasis being an unfavorable prog-
nostic factor remain unclear.

It seemed that the adrenal gland has a higher affinity
for the spread of lung cancer than other organs, and
that other organ metastasis might occur via adrenal
gland metastasis (4). In the present case, however, an
adrenal metastatic tumor from lung cancer grew to a
considerable size without metastasis to other organs.
The present case is consistent with the ‘seed and soil’
theory.

Figure 2. An abdominal computed tomography scan revealed a left adrenal gland metastasis at July 2014 (A),
and enlargement of the adrenal gland metastasis and direct invasion into pancreas (arrows) and left kidney
(arrow heads) (B).
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Generally, there is a high suspicious for malignancy
if adrenal tumors are larger than 6 cm (11). Large
clinically asymptomatic adrenal masses are treated
surgically and then diagnosed by histopathological
examination. Surgical resection of the adrenal gland
metastasis was considered in this case, but did not
perform because disease was classified as metastatic
disease, although it was evaluated as a sole and
small-sized metastasis. Huge adrenal gland metasta-
sis with rapid growth, local invasion and extension
into the inferior vena cava as well as abdominal
lymph nodes or liver were rarely found in lung ade-
nocarcinoma. In the present case, adrenal gland
metastasis was a small lesion at the time of detection,
but it increased rapidly. Adrenal metastatic lesions
from lung cancer rarely become huge mass. These
findings suggested that neoplastic diseases other than
adrenal gland metastasis of lung cancer should be
distinguished. However, autopsy findings demon-
strated that the initial diagnosis of adrenal gland
metastasis from lung adenocarcinoma was incorrect.
A large adrenal mass composed of adenocarcinoma
cells with positive TTF-1, which were consistent with
those of primary lesion of the lung, was confirmed as
adrenal gland metastasis from lung adenocarcinoma.

In conclusion, despite the occurrence of an adrenal
gland metastasis with considerable size being rare, it
should be considered in the differential diagnosis,
even if there is no involvement of the other organ and
the primary lesion is of a small size.
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