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Case History 
In April 1982, a 60 year old black woman was 

diagnosed to have poorly differentiated large cell 
carcinoma of the right lung. (Fig. 1) . She refused 
treatment and left the hospital against medical ad­
vice. Six weeks later she was readmitted with com­
plaints of progressive weakness, anorexia and 
significant weight loss. The blood pressure was 
80160 mmHg and temperature of 100.4°F. The skin 
had poor turgor and dark pigmentation of lips and 
hands was noticed. She had poor muscle mass and 
was emaciated. Relevant laboratory findings in­
cluded: serum sodium 128 m Eq/L (135-145), serum 
potassium 6.1 m Eq/L (3.5-5.0). serum chloride 97 
m Eq/ L (100-110), venous bicarbonate 15 m Eq/L 
(24-32), BUN 18 mgm/DL (10-26) , creatinine 1.4 
mgm/DL (0.7-1.4). Hct 24.8, WBC 23.5, polys 79, 
bands 7, lymph 6, mono 3, eosinophils 5%. Liver 
function tests revealed inc reased alkaline 
phosphatase, but liver and spleen scan failed to con­
firm any metastasis. Bone scan was normal. In view 
of the hyponatremia, hyperkalemia, hypotension 
and the clinical features described, a specific 
diagnostic test was performed at this time. 

Metastatic Bronchogenic Carcinoma with 
Addison's Disease 

Clinically, a diagnosis of adrenal insufficiency 
was suspected and an abdominal Computerized Ax­
ial Tomographic (CAT) scan was performed. The 
scan was highly suggestive of bilateral adrenal 
metastases. (Fig. 2). She was given prednisone 
which led to gradual improvement in her blood 
chemistries and general well being. Two months 
later she died from metastatic bronchogenic car­
cinoma. No autospy was done. 

Autoimmune destruction of the adrenals is now 
the commonest cause of primary adrenal hypofunc-
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tion or Addison's disease, other causes being 
metastatic carcinoma and tuberculosis. Clinical 
features of adrenal insufficiency develop when 
more than 90% of adrenal cortices are replaced by 
the tumor and metastatic carcinoma accounts for 
less than 1 % of the reported cases of Addison's 
Oiseaso. 1 The reported autospy incidence of adrenal 
metastasis in various cancers varies from 8.6 to 
27 % . The commonest cancer spreading to adrenal 
is lung (64 % ) followed by breast, stomach and oc­
casionally from uterus, pancreas, seminoma of 
testis, melanoma and adrenal carcinoma.2 

Biochemical testing with ACTH and serum and 
urine cortisol levels have been employed to confirm 
the diagnosis in these patients. However, in spite of 
the frequent pathologic involvement of the adrenals 
with metastitic carcinoma the clinical diagnosis of 

Figure 1: Postero-anterior view of the chest shows a large 
neoplasm in the right lung. 
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Figure 2: Compute<taxlal tomogram of the upper abdomen 
shows bilateral large adrenal masses (Arrowheads) 
L-llver, $-spleen, A-aorta. 

adrenal hypofunction is infrequently made, due 
perhaps to the similarity of symptoms of adrenal 
hypofunction and progressive maligancy. To date, 
only 10 cases of biochemically documented 
metastatic bronchogenic carcinoma to the adrenals 
causing clinical adrenal hypofunction h ave been 
reported . 3 5 CAT scan is the most useful non­
invasive method for visualizing the adrenals. With 
the newer third and fourth generation CAT scan­
ners in more than 95 per cent of normals, adrenals 
can be visualized on the scan. First case of symp­
tomatic adrenal metastases confirmed by CAT scan 
was reported by Zimm et al.8 

The appearance of metastatic nodules in the 
adrenal gland is relatively nonspecific and primary 
tumors are difficult to distinguish from secondary 
tumors by CAT. The most common primary 
adrenal lesion is the adrenal cortical adenoma. 
These tumors occur in 2 to 3 percent of general 
population.7 However, in the presence of a known 
primary malignancy of lung, a mass detected in 
adrenal gland by CAT has a high probability of be­
ing metastatic in origin. In patients with bilateral 
adrenal masses, the probability of metastatic 
disease is even higher.• If clinically necessary, 
histologic confirmation can be obtained by CAT­
guided biopsy. 

On routine chest CAT scans, at least one adrenal 
gland was visualized in 70 of 84 patients with non­
small cell bronchogenlc carci noma . Solid adrenal 
mass were seen in 15 (21.4 % ) of these patients, 

thereby altering the management approach of such 
patients. Thus, it seems appropriate that the 
adrenal glands should be routinely included while a 
CAT examination of the chest is being performed.8 

With routine CAT scanning of lhe abdomen, fifteen 
percent of untreated patients with small cell car­
cinoma of the lung were fou nd to have adrenal 
metastases. 10 

Thus, CAT scanning has assumed an important 
role in the staging of patients with lung cancer . 
During chest CAT scanning, the field should be 
enlarged to include the adrenals and up to 21 % of 
unsuspected adrenal masses may be visualized 
thereby altering the treatment plan. In diagnosed 
cases of bronchogenic carcinoma, any clinical suspi­
cion of adrenal hypofunotion can be readily 
diagnosed by abdominal CAT scanning and 
replacement steroid therapy may offer palliation in 
such patients, as exemplified by our case report. 
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