Case report

A Case of Adrenal Carcinoma
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Abstract :

Adrenal carcinoma is rare, occurring with a frequency of 1 to 2 per million populations per year. The tumor occurs in two age peaks, one peak

occurring at less than 5 years of age and the second peak, in the 4th and 5th decades. Women are slightly more affected than men as shown

in most studies. Here we report a case of adrenocortical carcinoma. A 52 years old diabetic and hypertensive lady hailing from Rangpur

presented with gradually increasing bilateral leg oedema which was associated with puffiness of face. On query she gave H/O recent onset

hirsutism and also noticed of clitoromegaly. On examination patient was anemic, edematous and moon like face.Increased thick terminal

hair on chin, sideburn and upper lip without any pigmentation and striae. There is clitoromegaly on systemic examination. After evaluation

she was diagnosed as left adrenal carcinoma secreting multiple hormone like cortisol, aldosterone,epinephrine and androgen, which

metastasis to liver and inferior venacava with left renal vein thrombosis. As this case was inoperable,that’s why conservative management

was given along with insulin for blood sugar control and LMWH followed by warfarin. Also adviced for regular follow up on endocrine OPD

of BIRDEM general hospital.

Keywords: Clitoromegaly, Hirsutism , Hypokalemia, Hypertension.

Received: 12.04.2021, Accepted: 17.05.2021.

Introduction

The median age for the diagnosis of adrenocorti-
cal carcinoma is 36 years, but cases from the first
year of life to the eighth decade have been
reportedl. Adrenal carcinoma associated with
excessive production of glucocorticoids, miner-
alocorticoids, androgens and estrogens with the
clinical manifestations of Cushing’s syndrome,
hyperaldosteronism, virilization and feminization
have been reported. Infants and children with
adrenal cortical carcinoma can present with
precocious  puberty?>** Regardless of the
hormone secretory product or the type of clinical
syndrome, the urinary 17- ketosteroids are invari-
ably elevated5. Dehydroepiandrosterone (DHEA)
usually contributes most to the elevated
17-ketosteroids. The measurement of DHEA in
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plasma can be used as a marker for adrenal corti-
cal tumors as well as an indicator of the therapeu-
tic efficacy of various treatment regimens6.
Although most cases of adrenal carcinoma are
rapidly fatal, there have been patients who
survived decades with large tumors’.The present
report documents the clinicaland laboratory
findings of a woman who presented at age 52
years with evidence of Cushing’s syndrome.

Case details

Mrs. X 52 year’s old diabetic & hypertensive lady
hailing from Rangpur admitted in BIRDEM general
hospital on 13th November 2017 with bilateral
leg swelling which was gradually increasing and
associated with puffiness of face. She also com-
plains of anorexia, nausea and generalized weak-
ness without any weight loss. On query she gave
H/O recent onset hirsutism and clitoromegaly. On
general examination, she looks ill, moon facies
and plethoric. She was anemic and bilateral
pitting oedema was present. Her pulse was 84
b/m, BP 160/100 mm of Hg and BMI 28 Kg/m2.0n
systemic examination reveals clitoromegaly.Her
abdominal imaging (Both USG & CT) shows
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large(10.30 x 7.6) left adrenal carcinoma with
thrombi in left renal vein and IVCalso multiple
secondaries in liver. After that her hormonal
profile was done and reveals high serum catecho-
lamine with increased basal cortisol and over-
night DST was not suppressed. Increased serum
testosterone  (6.25ngm/ml), aldosterone(201
pg/ml), DHEAS (1500ugm/dl) and low FSH
level(0.05mIU/ml), TSH (0.27ulU/ml) with normal
brain imaging. On routine test there was hypoka-
lemia with altered liver function test.

We took consultation from Urologist and Oncolo-
gist; they stated that this case is an inoperable
state, that’s why we gave her conservative man-
agement like adequate antihypertensive includ-
ing spironolactone, insulin for sugar control and
LMWH followed by warfarin for thrombosis in left
renal vein.

Discussion:

Adrenal carcinoma is rare, occurring with a
frequency of 1 to 2 per million populations per
year®. The tumor occurs in two age peaks; one
peak occurring at less than 5 years of age and the
second peak, in the 4th and 5th decades. Women
are slightly more affected than men as shown in
most studies>'®!!, Adrenal carcinoma can be
classified as functional and nonfunctional;
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approximately 60% of cases have functional
tumors. The functional tumors are encountered
more frequently in women and children, while
the nonfunctional tumors tend to occur predomi-
nantly in older men?. The most common hormo-
nal presentation in patients with adrenal carci-
noma is Cushing syndrome, followed by Cushing
syndrome with virilisation, and virilisation alone.
Feminisation and Conn syndrome alone are rare
presentations of this tumor!2. CT is the imaging of
choice for initial study in patients suspected of
adrenal carcinomas. Abdominal CT provides infor-
mation about the tumor’s resectability, renal
function, and the presence of metastasis in the
abdomen. However, CT is less sensitive than mag-
netic resonance imaging (MRI) in evaluating
tumor extension into the liver, kidney, and IVC.
On CT, adrenal carcinomas are typically large,
lobulated, and inhomogeneous due to hemor-
rhage and necrosis. Calcifications are seen in 30%
of cases'®12, On MRI, the tumors appear hetero-
geneous on both T1- and T2-weighted images
owing to the presence of hemorrhage and
necrosis®. Surgery is the most effective treatment
of adrenal carcinoma. The chemotherapeutic
agent often used to treat adrenal carcinoma in
both primary therapy and adjuvant therapy
settings is mitotane®. However, prognosis of
patients with adrenal carcinomas is poor because
the tumors are often detected at an advanced
stage.

Conclusion

In hypertension with hypokalemia we should
always exclude adrenal cause. Hirsutism even in
post menopausal woman requires thorough
evaluation to exclude adrenal pathology.
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