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Clinical Image:

A Large Retroperitoneal Mass in a 48-year-old Man
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Key Clinical Message:
Adrenocortical carcinoma (ACC) is one of the causes for large retroperitoneal masses. Symptoms could be minimal if the tumor is not hormonally active. We describe a case with only dull flank pain as an initial presentation. Imaging studies confirmed a large, irregular mass with central necrosis and calcification.
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Case presentation:
We reported a 48-year-old man with a left retroperitoneal mass found after 2 months of dull left flank pain. He denied weight changes or hormonal excess symptoms. Laboratory results showed normal plasma metanephrines, 17-hydroxyprogesterone, androstenedione, and 24-hour-urine free cortisol. DHEAS level was elevated to 480 mcg/dL (44.3-331) and total testosterone was low at 91.7 ng/dL (249-836). On CT scan, a left retroperitoneal 11.4cm x 5.7cm x 10.1cm lobulated mass was noted with coarse calcifications, central necrosis, and encasement of the left renal vein and artery (Fig. 1). The patient underwent tumor resection with its histology showing diffuse sheets and large nests of malignant adrenal cortical cells with marked pleomorphism, macronucleoli and mitotic figures, confirming ACC (Fig. 2-3).
ACC is a rare malignancy seen in 1-2 people per million, per year. The median age of diagnosis is the 5th decade. 40-60% present with symptoms of hormonal excess such as hypercortisolism, hyperandrogenism or rarely hyperaldosteronism (1-3). The remaining presents with tumor compression symptoms (2), or being diagnosed incidentally by imaging showing a large, heterogeneous mass with poor fat content and necrosis. Surgical resection is the first line treatment and adjuvant mitotane therapy can be used for high risk of recurrence.
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ACC: adrenocortical carcinoma
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Figures Legend:

Figure 1: CT scan of the retroperitoneal mass
Figure 2: Histology with diffuse sheets and large nests of malignant adrenal cortical cells
Figure 3: Histology showing pleomorphism with mitotic features 
