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A CASE OF DEOXYCORTICOSTERONE-PRODUCING
ADRENAL TUMOR

Takahiro Komura, Yasunari Uekado, Atsushi Suzuki and Masahiro Miyai
From the Department of Urology, W akayama Medical College

We present a case of a 11-deoxycorticosterone (DOC)-producing adrenocortical tumor. A 55-
year-old female was admitted to our hospital with the chief complaints of sustained hypertension
and weakness of lower extremities. A laboratory study revealed a decrease in the serum potassium
level and plasma renin activity, a normal level of plasma aldosterone and a significant elevation
of plasma DOC and 18-OH-DOC levels The plasma DOC level was increased by ACTH stimu-
lation and was not suppressed by dexamethasone. The tumor appeared at a low intensity of the
T1 weighted image of magnetic resonance imaging (MRI) and at a high intensity on the T2
weighted image. Left adrenalectomy was performed and histological examination revealed a
benign adrenal adenoma. Postoperatively, the abnormal blood pressure, serum potassium level and

plasma level of DOC and 18-OH-DOC became normal.

(Acta Urol. Jpn. 39: 145-149, 1993)
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OBBFWIC X Y BME, €7 Y v s fEXET5H
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BURME 458 X v, BRI, SHo&0&Rbh
Browih, BEEYZZ L & Z 5 200/110mm-
Hg o®IERER I, BH Ao 4%t
ZoHy, B EBEAS Y, SORELTEOR
L Bbh5 X 51l - e hB LT\ e, 19894 5
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ZLi. HREOHERRAZLRICH, EME, K7 Y
7 & MGE A SR S REERIOR 52 Ty 1990
F4HCTIRORNIAHEL, EHELELhB LK
th, AR TEBBERREY T EENCER O
FEZERSh, LRERBNEIEZEN ShAB L o
ot BEOKE DOC ELBEOS L,

199029 A 8 H, Fliw HANC LEI~ERL & 7o - 7.

ABERBUE : Hk 146 cm, fkE 42kg, 1MfE 170/
110 mmHg, Jk#60/57, #. FREBEOEAILL,
IS L OHEMBERNOF RCRFRES b, T
Hﬁvlﬁiﬁﬁkiiﬁbfbhfxﬂ*ofc- MHEFHIBRETLR
FHRTRIEA DRI, - fe,

ABERPRELBR : —Rimc B e, (ks
HET K 28mEq/l OES ) ¥ AMEEAFED Hhte.
BIRMus A5HCiL, pH 7.428, PaO2 79.2, PaCO;
45.7, HCO; 300, BE 5.0 X BEDRHHE: alkalosis
D LRI, g VRECRER RO T, LER
Tk, QT IHoIER, 11 III aVF TTH ORI
6, V2 25 V4 T URBIKER 5 L0 ARtk
VA DRI RUBCRE AL - .
5 WK REFR ACTH 26 pg/ml (30~60),
pregnenolon 0.92ng/ml (0.2~1.5), progesteron
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0.3ng/ml (<0.7), DOC 1.0ng/ml (<0.130),
corticosterone 4.5ng/ml (3.5~7.0), 18-OH-DOC
0.37 ng/ml (0.011~0.072), aldosterone 98 pg/ml
(37.5~240), 1l-deoxycortisol 2.1 ng/ml (<8.0),
cortisol 6.6 #g/dl (4.0~18.3), DHEA 0.9 ng/ml
(2.5~7.0), testosterone <5.0ng/dl (10~60), es-
tradiol 12.]1 pg/ml (<65), PRA 0.2 ng/ml/hr (0.3
~2.9), adrenaline 0.0]1 ng/ml (<0.12), noradre-
naline 0.06 ng/ml (0.06~0.45), urinary 17-OHCS
4.4 mg/day (2.2~7.3), urinary 17KS 3.2 mg/day
(2.4~11.0), urinary VMA 3.3 mg/day (1.3~5.1),
TSH 1.1 £U/ml (0.6~5.1) T#H »te. 1275 LB
REHBEYRT. Tibb mfE ACTH 3BREET
L, Iu4f aldosterone fHIXIE® C, M cortisol %
1fi#% dehydroepiandrosterone % E#fEx RL, R
s 17-OHCS = 17-KS ofkfhc & BEiL & Shis
modo. MV = VIEHIZEERYRL, TrEIFA
AR T T OEHIIMFI I cE ETH-T. T
7%, ftid mineralcorticoid #FE Lic s = A fFE
DOC, 18-hydroxy-1l-deoxycorticosterone (L1 F
18-OH-DOC (1) L b RFEHEME R LI
ACTH £&7aBkTix aldosterone, cortisol, DOC
K L 18-OH-DOC (3 & b HMKIE% R L, De-
xamethasone %] 5 T aldosterone ¥} X %
cortisol B\ TFhI MARKEER LD I L,
DOC % XU 18-OH-DOG ¥ & &1 8 & 2 T MR
[Sx R Ieh»te. #iky ~ 7Y v 7T, DOC,
18OH-DOC & 4 i EEIF R TRE &EY R L,
cortisol kT3 &% 7R L7z (Table 1).

Table 1. Preoperative venous sampling
endocrinological study.

o ® O ®

plasma cortisol (pg/dl) 5.3 4.7 4.1 19.3
plasma DOC (ng/ml) 1.37 0.82 1.05 19.5
plasma 18-OH-DOC (ng/ml) 0.78 0.55 0.61 10.2
plasma DOC/cortisol 0.26 0.17 0.26 1.0l
plasma 18-OH/cortisol 0.15 0.12 0.15 0.53
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Fig. 1. Computed tomography (CT) demon-
strated a left adrenal mass (arrow).
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Fig. 2. MRI revealed a low intensity mass on
the T1 weighted image and high inten-
sity mass on the T2 weighted image.

R R g CT & T, ERfEHIC
PLC, R 4x2cm T, LB, AEIH—TE
Wiz X 5 enhancement % 3F7c \~[EREH fifH X
hie (Fig. 1). = ofE# I MRI © T1 #HHE
% iz low intensity, T2 #78E{& T high intensi-
ty ZRTHER & LTHI & ke (Fig. 2). ¥I-
adosterol I & B RIT v v+ 7 7 2 Tik RI ORI
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Fig. 3. A microscopic study revealéa avbenirgn
cortical adenoma consisting of compact
cells (H.E. stain, x400).

Adbbhlshot. Lk X b DOC, 18-OH-DOC
EAEEIBES L 2HTL, 19904114 6 BAEIERHH
ixfEfTLic. EBXAELEELRDLRT, B
CHHFTRETH - . BHERIKE INER 4x4
cm, EEMN 27g TLOEEIEBRETELRL, LE
CEHEShEEFEIBESERD . FEBEEGETR
/% compact cell HFRREFI LT D, MBREZH
bh¥igiE & 20 S he (Fig. 3). BEEKAD
steroid &8 & O HEHER T, EFEEST T
pregnenolone DEEEN4 <, FHArK LT DOC
DERE I e 572, ¥ Jc aldosterone DEHFE
AT oo, i, steroid AREEROBE TIL,
EEESC R 17a 33XV 11-8-Hydroxylase &t
DIET, 21-hydroxylase E#:DBEINABD Hhte.

MHEMES LMY ) v AMEXELHCEFLL,
RS WERKRE T, M4 ACTH, DOC, 18-OH-
DOC DEH{LARD bhfent, mify =&k
X O aldosterone fHITER & LCEED T
Bt

% 2

BIBEE D 5% mineralocorticoid # 4L T 5E
FE L LTit, Conn (1955) R X-THEIhT: al-
dosterone EEAEE (RREMETAV NAT v VEE) X
{HBRhTWhWB. L LT, IR ED A0 FERME
TN AT a VEERYBilbeih b, aldosterone {HED
WINEERLLY, LrbER LEIBCEENZDL
NBEFALHCEBRINBZ EMH D, i minera-
locorticoid DRBENPBHEEL D, DX 5 IfRRBIL
aldosterone LIS} DAMiEN: D 55\ v mineralocorti-
coid EFIFWC X Y EEIRFER O BB bcbEh 5
DT, ik 19584 Leutscher? i X hiRIEXh
7z “Syndrome of mineralocortisoid excess” DA

LSS TS LD THS. DOC ixro KENEIF
DORRE THK Eh, ACTH KEHETHY, *i
DOGC 7% corticosterone ~DEEAIIL 11-8-hy-
droxylase 7Bi53 %7, AFEROHERET Tz
BT 5z ERHmbRTVWBEY. KRATRAFD
mineralocorticoid ¥EM%, aldosterone D1 /20
2o 1 /25BELHEE Sh Tk, ACTH AMHRR
Tix kR L, dexamethasone HIHIZEBRCTIXBADLA/s
AFIRZ N B, BEC X5 b O TRz s
WEIhTWwWa2Y, fiiF 18-OH-DOC it DOC [/
B, BIFRRECEES Sh, ACTH KEFHET,
mineralocorticoid &MY, aldosterone D#j1 /40
LHEEIRTWASY., HRBIY, aldosterone fHANE
T, ThEHFLEWEE O DOC XU 18-
OH-DOC DBFFWy 2L, »OfOFEAT »
4 Frhre vO@EFWHHR LRI EMNIZEEE R
7c pure form DOERIFREBE TH b, MIES & B
ha. FEGCILBEM N OBERIEMRIE X h T
# Db, 17a-hydroxylase E#DET, 21-hydroxyla-
se [FHEOHMP TR Sh, BFEE#14E0 DOC
BEAEES L TwicZ LRSI, ¥, BEEGN
D DOC BEIMEMHETH - o 2T, BB
faCEEShi: DOC » A B EhT, #H
Nl I D L EEI RS,

—RRIZEE KA hypermineralocorticoidism % 2
T 5EIBEE © 5 b mineralocorticoid D 2% @E
oWt B\ B pure form &E L HRBIEMNT
H#A97ev . & <X Santander H57% pure form
L Bbh % EBBESAO#®ELY LT\ 54, aldoste-
rone %5 DERER SOEEAT 1 N OsH
PTG RIE IR TE LT L OEMITHTHS. 2D
% Miyazaki 5%, Revach 5P D& 4 FfFC, pure
form LIXHFHBLA LW X 5B bR 19684
Fraser 5% o corticosterone EEAEIBIEIESIDH
%73, pure form OF 1 FIARHEY T 540 LEb
ha. fis, DOC EARIFER L LT, BEMT
1319744F Powell-Jackson &9 D&M E 1 FlR
WL, FREF T Kondo 50 D& 14l
BEBbhic. % %k IZ FT5 pure form O
DOC EAEFIL Irony'? D#HEREDTHT MK
Bl x5 TERNLS>THS. AP TIXEZLN
BELL e & b T, Kondo o#ELIE106I0H
EDHHRBAROIIE 120D LT E b0 & Bbh
= (Table 3). AF B4 Kondo 6(1976), K
F52(1981) OHERERFE TR 1988FELIHIC
HBESRLLDOTHD, O EdbEFEOAKRIC



148 WERITE 39% 28 19934

Table 2. Pure DOC producing adrenal tumor in Japanese literature.

£ ACTH fifif Dexa B8
®EE g B E E (9 PRA Aldo. 18-OH-DOC {6 s Dg‘é il
®w H 25 F K 15.5 i - t (=) (=) F LB 29 © 277-281, 1981
B = x uMz% 1380 - t ? 2 REMK 36 154-156, 1983
i  H 40 M FH 190 } - ? ? ? AAN4EE 78 © 996-997, 1989
M 2 28 M4 107.7 i - t (=) (=) BifE#T4 36 - 213, 1989
Kondo 35 F kK 240 } ) ? (+) (-) JAMA 236 : 1042-1044, 1976
o Ishikawa 52 F & (BEZEI15mm) } i ? (+) (+) Cli Endo 29 : 367-375, 1988
# ® 52 M kK 9 - - t ? (+) ERES 23 279-282, 1988
AN B 33 F £ (BEE2mm) ? [} ? ? ? B4 81 314,199
Saha 39 F A& (BE&35X29mm) | - ? =) ? Urol Int 45 : 367-369, 1990
B % o Mx BEZwm t ) 7 BMAE 8211522199
BB 55 F K& 27 V- t + (=)
LE B OnF E (EEtm) -~ t ? T BRE 420141142, 199

PRA ! plasma renin activity Aldo : aldosterone
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AR~ ORI EE ) T Ee 0¥, RS
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L DD, dexamethasone IR TII—EDOHE AN
AZbhigh ot

WL D 55 D O BR IR IR D B & s
PEETHZ ELVHERATHCEE, REN ST E
ARG WIEEEER & L TR Bbh s 2 L2tk 5
i, BRUSEBRERCSEEXLD &b, HER
N WREEERSLZ ENELDTEETHS L Eb
.
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