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A CASE OF BILATERAL ADRENAL INCIDENTALOMA IN WHICH
MTX-RELATED LYMPHOPROLIFERATIVE DISEASE COULD BE
DIAGNOSED BY COMPUTED TOMOGRAPHY-GUIDED
BIOPSY AND MTX ADMINISTRATION HISTORY
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Noriko MINATO, Naoki Morr and Toshiaki YosHIOKA

Sumitomo-Hospital

The patient was a 76-year-old man. Because bilateral adrenal tumor (right adrenal gland 7 cm, left
adrenal gland 1.5 cm) was detected in by computed tomography (CT) in methotrexate (MTX)
administration for articular rheumatism from 2011, he was referred to this hospital in February, 2016.  An
endocrine examination, and imaging study did not lead to a definitive diagnosis and C'T-guided lower needle
biopsy was performed. The pathological diagnosis was diffuse large B cell lymphoma. Also, in situ
hybridization revealed EBER-positive and the diagnosis of MTX-related lymphoproliferative disease (MTX-
LPD) was made in conjunction with the medical history. After MTX cancellation, the tumor became
markedly smaller. The annual incidence of this disorder in the RA patients during MTX internal use is
reported as 0.06%. According to the site of origin, lymphatic extranodal disease accounts for approximately
half of the cases, but this is the third case of primary adrenal origin reported.

(Hinyokika Kiyo 63 : 201-206, 2017 DOI: 10.14989/ActaUrolJap_63_5_201)
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Fig. 1. Simple computed tomography (CT). Right

adrenal gland tumor 7 cm, left adrenal gland
tumor 1.5 cm. The CT level was 20-30
HU.

TV RATT Y 202 pg/ml, ML = EME 4.1 ng/
ml/hr, sIL-2R 1,020 U/1, SCC 1.4 U/ml, CEA 10.5
ng/ml, CA19-9 73 U/ml, BNP 759 pg/ml

T RARA T

JEER CT #Ar : RIS 7em, ZEEIEIC 1.5em &
JEB & R 72, AR ER L — AR AR 2 3
7z, CT fHiZX 20~30 HU TH-7= (Fig. 1).

P MRI #dr « ZERI B s — 12 &g S n b
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T1 5 i ] {8 @ chemical shift imaging T i out of
phase TEEETF 2 2o FIENRS 5 &2 (Fig. 2).

FDG-PET-CT : i {8 &l ¥ & 957 O 4 12 SUV Max :
8~15 LRV L ROz, ZOMBEERIIRO %
»o 7z (Fig. 3).

BRI . X RIIRAC S G BRI W5 7%
JERIE o 72,

P53 5 HOAR A C LI AR BB IR R B S 2 5 O T &2 72
O3, JEREREIERIT S & # 2 7. LDH & 23310/
ml & HERE ES SIL-2R 13 1,020 U/ml & &0 B
AEBOT.

MRI T1 5&FRE {5 chemical shift imaging T &%

Fig. 2.

Fig. 3.

T2-weighted image

Gadolinium cystography

Magnetic resonance imaging (MRI). Both
adrenal glands showed a tumor. The right
adrenal gland invaded the liver partially and
was the evidence that malignant disorder
was suspected to be metastatic malignancy
tumor and adrenal cancer or malignant
lymphoma. The benign adrenal adenoma
was negative with no fat presence in chem-
ical shift imaging of the T1 emphasis image.

SUV max

8.0

Positron emission tomography-computed
tomography (PET-CT). Both adrenal glands
showed abnormally high accumulation in
PET-CT. Maximum standardized uptake
value (SUV-Max) was 8.0-15.2.
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Fig. 4 Hlstopathology of the left adrenal gland. Tumor cells with the dyskaryosis that lacked cellular
adhesiveness diffusely multiplied by the hematoxylin and eosin stain and suggested malignant lymphoma.
It was CD20-positive and was CD3-negative, and a B cell line tumor was diagnosed by immunostaining.
A diffuse large-cell lymphoma was diagnosed by these findings. Furthermore, many EBV-Enocoded-
RNA-positive tumor cells were found by in situ hybridization. The cells with a deep purple color are
positive cells.
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Fig. 5. Change of the sIL-2R level. After MTX-LPD being
diagnosed, and discontinuing MTX, the sIL-2 level
gradually decreased and dropped to 500.
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cell lymphoma (DLBCL) & #HI7L 7.

In situ hybridization & T L72& 25, EBV BT
HY, MTX 5 LT, MTX B >/ 5
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Fig. 6. MRIand CT. From March, 2016 to April,

the bilateral adrenal tumor increased in size
rapidly and showed the onset of inferior pole
of left kidney tumor.  After MTX-LPD and
a diagnosis, we discontinued MTX. Then
inferior pole of left adrenal gland tumor, left
kidney tumor resolved, and right adrenal
gland tumor reduced to a 3 cm size.
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MTX-LPD) k&L 7.

g, MTX ZH Ik LEM T a—TH A X7+
u— L, EHEOMEN % TR0 %W E bR ik & b
s A8k L.
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MTX Atk sIL-2R 1354 12T L 20164F 7 A i
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20164F 9 HIZ#Rf% L 72 B CT TIXAERIEES - &
BIELGIHEL TB Y, GRIBES b EIIIHANL T
w7 (Fig. 6).
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Table 1. Clinical features of MTX-LPD*

MTX-LPD ZOMDTENE) >/ E

TSRS 67RE (34-57i%) 55m% (17-575%)
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FripALRe, MR 720 & B R ORI, WPl 72z &
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Table 2. Reported case of adrenal primary MTX-LPD
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