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A CASE OF ALDOSTERONE-PRODUCING ADRENOCORTICAL CARCINOMA
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His
aldosterone/renin ratio was high and plasma renin activity was low. Computed tomography (CT) showed a
heterogeneous left adrenal mass.

A 59-year-old man presented with high blood pressure, hypokalemia and muscle weakness.

Primary aldosteronism was diagnosed and laparoscopic left adrenalectomy
was performed. The pathological diagnosis was adrenocortical carcinoma with positive surgical margins.
He underwent radiotherapy and mitotane as adjuvant therapies. Subsequently, CT revealed multiple
metastases, in the liver and retroperitoneum. After six courses of EDP (a combination of etoposide,
doxorubicin and cisplatin), C'T showed widespread metastases in the retroperitoneum and he chose to receive
To the

best of our knowledge, only 67 cases have been reported. Complete resection is needed to improve

the best supportive care. Aldosterone-producing adrenocortical carcinoma is exceedingly rare.

131

prognosis and this was not achieved in our case.
procedure.

We therefore recommend careful selection of the operative

(Hinyokika Kiyo 69: 131-135, 2023 DOI: 10.14989/ActaUrolJap_69_5_131)
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M A © WBC 6,100/ul, Hb 14.8g/dl, Plt 24.7
x10*, CRP 0.5mg/dl, Cre 0.66mg/dl, Na 147
mEq/l, K 2.1mEq/l, CI 101 mEq/l, Ca 9.0mg/dl,
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ml (FEH#EfE 0.03 ng/ml), 7 A M A7 1> 4.55ng/ml
(FLHefl 1.92~5.84ng/ml), 7O7 A7 1~ 0.1ng/
ml (JE#MH <0.6ng/ml), TA T T+ —) 2.5pg/
ml (FEHEAE 0.15~0.57 pg/ml)
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Fig. 1. Contrast-enhanced CT transverse section of the abdomen with circle showing a heterogeneous left adrenal

mass (A).
adrenal mass (B).

Fig. 2. Macroscopic appearance of the resected specimen (A).

Contrast-enhanced CT coronal view of the abdomen with circle showing a heterogeneous left

Photomicrographs showing histological findings :
hematoxylin and eosin (H-E) staining (B: %25, C: %X 250) and immunohistochemical staining of MIB-1 (D :
X'125) in the surgical specimen.
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Table 1. Summary of 68 reported cases of aldo-
sterone-producing adrenocortical carci-
noma including our case

Age (years), median 42 (17-79)
Sex, n (%)

Male 29 (42.6)

Female 29 (42.6)
Tumor side, n (%)

Right 32 (47.1)

Left 28 (41.2)

Bilateral 1(1.5)
Size (mm), median 65 (23-150)
Symptoms, n (%)

Hypertension 63 (92.6)

Hypokalemia 64 (94.1
Adrenalectomy, n (%)

Yes 59 (86.8)

No 7(10.3)
Metastasis at the initial diagnosis, n (%)

Yes 9(13.2)

No 35 (51.5)
Recurrence, n (%)

Yes 26 (38.2)

No 19 (27.9)
Outcome, n (%)

Alive 25 (36.8)

Dead 24 (35.3)
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Table 2. Radiographic features of adrenocortical carcinoma

CT

* tendency to be large (>6 cm) and invasive

+ irregularly-shaped

* central areas of necrosis, hemorrhage and calficication

+ attenuation value of more than 10 HU in non-enhanced CT and heterogeneous

- APW <60% or RPW <40%

Adrenal washout can be calculated using the density value of an adrenal mass on non-enhanced, portal venous phase and 15 minutes

delayed CT scans.

APW = [(HUportal venous phusc) - <HUdcluycd phasc)] / [(HUporlal venous phasc) - (HUnun»cnhanccd)] x 100
RPW= [<HUporlal venous phasc) - (HUd(‘lay(‘d phasc)]/ (HUporlal venous phasc) x100

MRI

- high signal on T2 sequences

APW; absolute percentage wash-out; RPW; relative percentage wash-out ; HU, hounsfield units.
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