Letter to the Editor

Massive Retroperitoneal Adrenal Haemorrhage as the First Manifestation
of a Lung Cancer

Dear Editor,

A 74-year-old man was admitted with sudden onset of
right upper quadrant abdominal pain radiating towards
right shoulder and right thigh. Pain was aggravated by deep
breathing and movements. He had no significant past
medical history apart from cholecystectomy 17 years ago.
He had a 20-pack per year history of cigarette smoking. On
examination he was distressed with blood pressure of 85/
59 mmHg and pulse of 90 beats/minute. Abdominal
examination revealed tenderness and guarding in right
hypochondrium and right flank. The rest of the physical
examination was unremarkable.

Initial laboratory investigations revealed haemoglobin
of 14.4 g/dL and haematocrit of 41%, platelet count of 170
x 10%L and white cell count of 8.1 x 10%L, coagulation
profile, liver and renal function tests were normal. His
Haemoglobin and haematocrit subsequently dropped to
8.9 g/dL and 25.9 %, respectively. Chest and abdominal X-
rays were normal.

Computed tomography (CT) scan of abdomen revealed
bilateral adrenal masses (right 5.6 cm and left 2.4 cm) with
right adrenal and extensive retroperitoneal haemorrhage
displacing the right kidney anteriorly and extending into
the pelvis (Fig. 1).

The patient received 4 units of blood, and pain was
controlled with morphine. No signs and symptoms of
hypoadrenalism developed and his response to short

Fig. 1. CT abdomen showing bilateral adrenal masses with extensive
right adrenal and retroperitoneal haemorrhage.
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synacthentest was satisfactory. The patient’s paingradually
subsided and haemoglobin stabilised.

Phaeochromocytoma was ruled out by normal urinary
catecholamine levels (6 samples). Subsequent CT of chest
showed abnormal lesion in the right upper lobe and 4 cm
softsubcarinal mass. His bronchoscopy, bronchial washings
and cytology were all normal. He underwent video assisted
thoracoscopic (VAT) forsubcarinal mass biopsy, converted
to mini thoracotomy for control of bleeding. The histology
showed squamous cell carcinoma of lung.

Postoperatively, he developed MRSA septicaemia and
died of sudden cardiac arrest 3 weeks after diagnosis.

Discussion

Adrenal glands are common site for cancer metastases,
27 % of cancer patients autopsies have adrenal metastases.*
Primary sites in most cases are lung, breast, malignant
melanoma, and kidney.? Adrenal metastasis are usually
asymptomatic, and found incidentally at the time of cancer
staging using abdominal CT.

Adrenal haemorrhage is a rare entity, found in 1% of
hospital autopsies.® Presenting symptoms and signs are
nonspecific, and include abdominal pain (56%), back or
flank pain (21%), chest pain (13%), nausea and vomiting
(46%), fever (59%), hypotension/shock (74%), and
tachycardia (28 %).® Bilateral adrenal haemorrhage is
encountered in patients with septicaemia, surgery,
pregnancy, anticoagulantand adrenocorticotrophic therapy,
severe cardiovascular disease, and body surface burns.®*
Pheochromocytoma and a variety of primary adrenal
tumours and cysts have been reported in association with
unilateral adrenal haemorrhage.® However, clinically
significant adrenal haemorrhage secondary to metastases
from lung cancer is extremely rare. To the best of our
knowledge, there are only 10 reports (15 patients) in the
English literature of adrenal haemorrhage secondary to
metastases of lung carcinoma.®** Of the 15 patients, only 7
patients were known to have lung cancer before their
presentation with adrenal haemorrhage. Our patient was
not known to have lung cancer. The histology of the
primary lung tumour was adenocarcinoma in 8 patients, 4
patients had large cell carcinoma, 2 had squamous cell
carcinoma (SCC), and 1 patient had small cell lung
carcinoma. The histology of our case was SCC. Most of the
patients did not require blood transfusion. Our patient had
massive retroperitoneal haemorrhage, and required
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transfusion of 4 units of packed red blood cells. Only 2
patients developed primary adrenal insufficiency.8
However, recognising this rare complication of adrenal
haemorrhage is vital, as early administration of
cortisosteroids saves lives.

Haemorrhagic adrenal metastases is characterised by
inhomogeneous mixed density adrenal mass with peri-
renal changes suggestive of haemorrhage.** The diagnosis
of adrenal haemorrhage in our case was suggested by the
abdominal CT findings.

Surgery, chemotherapy, or combination of both was tried
in the previously reported patients. Radiotherapy has been
shown to be helpful in the management of 1 patient.

Conclusion

It is important to consider adrenal haemorrhage in the
differential diagnoses of patients with lung cancer who
present with abdominal pain and hypotension. Similarly,
lung cancer should be ruled out in patients with spontaneous
adrenal haemorrhage. Abdominal CT is helpful in reaching
the diagnosis.
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