
This study found comparable success rates with 
SICS trabeculectomy and phaco trabeculectomy 
in PXG with > 95% achieving increase in visual 
acuity in both groups. Incidence of intraoperative 
complications was similar in both groups. The 
postoperative IOP profile was similar for patients 
in both groups with none of the eyes having loss 
of visual acuity at final follow up. This is encourag-
ing for developing countries where manual small 
incision surgery is routinely done as a cost effec-
tive alternative to phacoemulsification. This how-
ever needs extensive surgical training for effective 
surgical outcomes as seen in this study.
In our study both groups had nuclear grades ≥ NS 
grade 3 in 65% 72% eyes. Six patients in group 1 
and 3 patients in group 2 had pre existing ZD. The 
incidence of fibrinous reaction in 3 patients in 
group 1 could be attributable to either retained 
cortex, synechiolysis, or excessive iris handling to 
facilitate nucleus delivery. Though ZD pre opera-
tively consists a much severe disease, both groups 
had comparable outcomes after surgery with no 
more incidence of intraoperative ZD in group 2.
We have used only direct chop methods for 
nucleus fragmentation that minimizes stress to 
zonules with most of the nuclear cracking and 
removal facilitated with the nucleus held with the 
phacoemulsification probe. Nevertheless, this 
observation of increased ZD in group 2 is 
definitely attributed to transfer of phacoemulsifi-
cation power to the zonules which are inherently 
weak by XFM deposits 2,6,16.
While SICS may not be less traumatic to zonules in 
PXG eyes (unless done by experienced surgeons), 
the ACM helps maintain deep anterior chamber 
during all steps of the surgery10,11,13. This mini-
mizes stress on zonules during different steps of 
cataract and glaucoma surgery while protecting 
the endothelium as well as washing away debris 
during surgery12,13. SICS also helps as a “bail out” 
technique for eyes. where phacoemulsification 

has to be abandoned in view of intraoperative 
complications17.
Thomas et al. reported no difference between 
phaco trabeculectomy and Blumenthal technique 
of combined cataract and trabeculectomy in 
terms of IOP control and visual acuity18. However, 
they reported more vitreous loss and PCR in latter 
technique which authors have attributed to com-
plicated cases undergoing this technique and the 
learning curve of surgeons18. Several other stud-
ies have shown good IOP control and visual reha-
bilitation with both techniques although most 
studies have focused on different types of 
glaucoma and not a single pure cohort of PXG 
eyes where complications may be expected to be 
higher18,16,19. Our study shows that SICS 
trabeculectomymay be effective inexperienced 
hands with comparable outcomes to phaco 
trabeculectomy procedures in a pure cohort of 
patients with pseudo exfoliation glaucoma.
A study by Langda et al. have shown that phaco 
trabeculectomy in PXF and non PXF patients had 
significant IOP control after surgery which was 
comparable in both groups and transition to ECCE 
during surgery was more in PXF group. [14] It is 
also shown decreased incision size and less 
scarring have shown better functional results in 
terms of IOP control and reductions in anti 
glaucoma medications in SICS trabeculectomy 
compared to ECCE trabeculectomy20.
Our study was a retrospective study with its inher-
ent drawbacks. Our cohort was comparable at 
baseline with no difference in pre operative IOP, 
age or nuclear density in both groups which may 
have impacted surgical outcome differently in the 
two groups. There may have been a bias for 
adopting manual SICS in more complicated cases 
as highlighted by the increased number of preop-
erative ZD in group 1. We did not find any differ-
ence in the complication rate between the two 

techniques; yet our study was underpowered to 
evaluate this difference. A randomized controlled 
trial would definitely highlight important differ-
ences in success rates and/or complication rates 
between the two techniques of surgery. Being a 
retrospective study, we also did not evaluate bleb 
morphology which is also important for evaluat-
ing success of glaucoma surgery. We also would 
like to state that results presented here from this 
study are very short term and would need a long 
term period follow up as function of bleb is time 
dependent.

A Case of Adrenal Carcinoma
*Rahman SI1,  Huq NA2, Agarwala BK3, Pathan MF4  

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.

Introduction

Case details

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 
reported1. 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 puberty2,3,4.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 tumors7.The present 
report documents the clinicaland laboratory 
findings of a woman who presented at age 52 
years with evidence of Cushing’s syndrome.

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.On 
systemic examination reveals clitoromegaly.Her 
abdominal imaging (Both USG & CT) shows 

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 (0.27uIU/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.
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Discussion:

Conclusion

Adrenal carcinoma is rare, occurring with a 
frequency of 1 to 2 per million populations per 
year8. 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 studies9,10,11. Adrenal carcinoma can be 
classified as functional and nonfunctional; 

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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