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INTRODUCTION

The corticoadrenal carcinomarepresentsthe0.05
%-0.2% of malignant neoplasmsintheUnited States¥l.
In Colombiabased on theinformation of the statistical
yearbook of the National Cancer Institute, the
corticoadrenal carcinomarepresent 0.1 % of all new
cases of cancert?, Thistumor has high risk of recur-
rence.

Themain prognostic factor isthe stadium, the 5-
year overall survival is82% for stagel, 61% for stage
11, 50% for stage I1l and 13% for stage V4,

This paper presentsthe case of a47 year-old fe-
mal e patient with stage 1V cortica-adrena carcinoma,
bone, pulmonary and adrena gland metastasishandled
with complete resection of the primary tumor,
metastasectomy, mitotane, irradiation and chemo-
therapy. The patient showed compl etetumor response
and sheachieved 50 monthsof overall survival.

DESCRIPTION OF THE CASE

| present the case of a47 year-old femal e patient
with 4 monthsof lumbar pain and sensation of massin
theright flank. A abdomen computed tomography scan
revea ed aright adrenal mass, 8 cmin diameter, sug-
gestiveof neoplasia.

The patient was scheduled for surgery, pathol ogy

reported aneoplasm composed of epithelioid cells, with
an eosinophilic cytoplasm and well-defined borders,
coreswith marked atypiaand morethan 6 mitoses per
50 CAP, the cells formed nests and trabecul ae with
nodular growth pattern and diffuse, with areas of fibro-
Sis, osseous metaplasiaand focal necrosis confluent.
The proliferation index Ki67 was 2%.

Theimmunohistochemica study was positivefor
keratin AELAES3, Melan, Vimentin, Inhibin and
synaptophysin. Was negativefor S100, chromogranin,
CD10 and CD117. It was not recognized
lymphovascular invasion. Theprofileof immunohis-
tochemistry and morphol ogy corresponded to an ad-
rend cortical carcinoma

Chest CT scan and bone scan revealed alesion
suggestive of metastasesto costal level, the CT scan of
abdomen showed no signs of relapse/residue tumor.
The costal biopsy that confirmed metastatic
corticoadrenal carcinoma, by what surgical resection
was performed in which wasfound amass of 8x6x2
cmthat destroyed the rib and committing the adjacent
soft tissues, thethe margins of section were negative
for tumor .

The patient began trestment with mitotane 2000mg/
day,she was asymptomatic. ayear after abone scan
showed ametagtaticlesioninleft femur with high risk of
fracturetherefore, it wasmade of prophylactic osteo-
synthesis. The pathol ogy confirmed corti coadrend car-
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Mitotane dose wasincreased to 3000mg/day and
the patient received radiation therapy intheleft thigh
with total dose of 3000 cGY. 18 Monthslater, aCT
scan of the chest showed ametastaticlesoninleft|ower
|obe, whichwasresected, the asymptometic patient con-
tinued and in trestment with mitotane but at adosage of
3500mg/day.

Six monthsafter aCT scan of abdomenrevededa
metadtaticlesionintheleft adrend gland withipslatera
kidney involvement; the patient wastaken to nephrec-
tomy and resection of theleft adrena gland, the pathol -
ogy reported cortical adrenal carcinomaof 6 cmwith
signsof necrosisand 9 mitosesper high power field.

By the progression of the diseasein spite of treat-
ment with mitotane, presence of singlekidney and that
the metai odobenzylguanidineglomerular filtration re-
ported 72ml/min, the patient began trestment with che-
motherapy: carboplatin AUC 5 day 1 and etoposide
100 mg/m2 days 1to 3. the patient completed 8 cycles
of treatment with good tolerance. The CT scan of the
chest, the CT scan of abdomen and bone scan control,
showed no metastatic lesions.

At present, the patient showsno clinica evidence
or imagenol ogic of relgpse. She continueswith mitotane
treatment 3.5 gr/day, prednisolone 15 mg/day,
fludrocortisone: 0.2 mg/day, levothyroxine 75 meg/day,
her overall survival is50 months.

DISCUSSION

The corticoadrena carcinomaisarareand aggres-
sivetumor. Most casesare sporadicinorigin but can
aso occur infamilid syndromesasmultipleendocrine
neoplasa(MEN) type1, the syndromeof Li Li-fraumeni
Syndrome, Beckwith-wiedemann syndrome
Wiedeman, the Carney complex and congenital adre-
nal hyperplasid®s.

The40-60% of patientswith corticoadrenal carci-
nomadon’t have symptoms but can have them for mass
effect on nearby structureswith tumors greater than
10cm, some patientshave abdominal distention, vom-
iting, fever, anorexiaand weight loss”8. Thediagnosis
isincidental up to 8% of the casesand reachesup to
11% whenthetumor islarger than 4 cm. Imaging stud-
iesof choi ceare magnetic resonanceimaging and com-
puted tomography scan.

> Short Commumnicetion

Theva ueof attenuation in computed tomography
expressed in Hounsfield units (HU) hasbeen shownto
have good diagnosticyield to differentiate between be-
nign and malignant lesions, avalue< 10 HU suggests
that thelesion isbenign with sensitivity of 96-100%
and aspecificity of 50-100 %. Thepercentage of ‘wash-
ing’ contrast in images of the late 10-15 minutes allows
youto differentiate adenomas of malignant massessince
the ‘washing’ is faster in adenomas, the cortical carci-
noma-adrenal usually showsan absol ute percentage of
washing (APW) < 60% and arel ative percentage of
washing (RPW) <40°19,

When theresultsof these studiesareequivocd, the
use of FDG-PET has shown about 95% accuracy to
di stingui sh between injury cortical-benignand malig-
nant adrenal, however, isnot ableto establishif itis
primary or metastatic lesion*t12,

Thehigtologica diagnosisof cortico-adrena carci-
nomais based on the scale of Weissthat evaluates9
characteridtics: highmitoticrate (>5 per 50fidds), which
isanimportant criterion for distinguishing between be-
nign and malignant tumorsand predi ctsaggressiveness,
atypical mitos's, high nuclear grade, low percentage of
clear cdll necrosis, diffusetumor architecture, vascular
invasion, venousand s nusoidal %+,

Treatment strategiesincludethecontrol of hormone
secretion, surgica resection, chemotherapy, and radia-
tion therapy. Theradiofrequency ablation and chemo-
embolization aredternativesfor themanagement of the
liver metastasesand lung smaller than 5 cmin patients
with highrisk of surgical complicationg#*. Thethera:
peutic optionsfor thetreatment of hypercortisolismin
functional tumors are the mitotane, ketoconazole,
metyrapone and etomidate.

Mitotaneisthe chemotherapeutic agent more ef-
fectivefor thetrestment of cortica carcinoma-adrend,
should beinitiated at adose of 1-2 g/day and perform
daily incrementsof 1-2 gramsevery 1-2 weeks; usu-
aly adose of 3-6 g/day issufficientl,

Thesurgery (open adrenalectomy) isthe only po-
tentidly curativetreastment isalwaysto achievethe com-
pleteremoval of thetumor. Thesurgical treatmentisa
option of management for metastasisand/or local re-
lapses, especialy in symptomatic patients, with good
status performance and completely resectable le-
S‘ 0n§1,3,10,11,17]l

The 80% of the patientstreated with radical resec-
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tion experiencerel apseslocal and distancein thefirst
6- 24 months,by this should be considered adjuvant
trestment with mitotane, which showsbenefitin decline
intherateof recurrenceandincreaseoveral survivals,

Therecommended schedulesasfirgt-linetreatment
for cortical carcinoma-adrenal are unresectable
streptozotoci ne plus mitotane or etopos de, doxorubi-
cinandcsplain (EDP) plusmitotanewhich show overdl
response rates of 36% and 49% respectivel yt381011.19,

The Firm-ACT tria showed that for first-line
therapy, patientsin the EDP-mitotane group had asig-
nificantly higher response rate than those in the
streptozocin-mitotane group (23.2% vs. 9.2%,
P<0.001) and longer median progression-freesurvival
(5.0monthsvs. 2.1 months; hazard ratio, 0.55; 95%
confidenceinterva [Cl], 0.43t00.69; P<0.001); there
was no significant between-group differencein overdl
survival (14.8 monthsand 12.0 months, respectively;
hazardratio, 0.79; 95% Cl, 0.61to 1.02; P=0.07)2,

Theadjuvant radiation therapy inthetumor bed is
recommended in patientswith high risk of recurrence
(>8cmtumors, Ki 67 > 20% presenceof invasonand
lympho-vascular), for patientswith histologicaly incom-
pleteresection (R1) or indeterminate (Rx) andin stage
1 diseasel®821,

In additiontheradiation thergpy isuseful intheman-
agement of local recurrencesand from bone metastases
by reducingthepain, therisk of neurological complica
tionsand fractures, can al so be used for the manage-
ment of brain metastases and the superior venacava
syndrome®1522,

Thiscaseshowshow themultimoda trestment (sur-
gery, radiation therapy, chemotherapy and mitotane),
may improvethesurviva of patientswith corticoadrend
metastatic carcinoma
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