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Primary Adenoid Cystic Carcinoma Arising in the Bronchus
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Background : Primary adenoid cystic carcinoma arising in the bronchus is an uncommon disease that is
histologically and ultrastructurally identical to the salivary gland tumor of the same name and regarded as a
slow growing low-grade malignancy. We examined its clinical characteristics.

Method : We collected 13 Korean cases of primary adenoid cystic carcinoma arising in the bronchus including
5 cases of our own and 8 cases from the literature.

Result : The patients ages ranged from 20 to 74. Men numbered 9 and women 4. The presenting symptoms
were cough, dyspnea, and hemoptysis. The fiberoptic bronchoscopic findings were primarily hypervascular po-
lypoid mass with a smooth surface that obstructed airway totally or near totally. There were three inoperable

cases including two cases with distant metastasis to bone or cervical lymph node and one case with mediastinal
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invasion. The remaining 10 patients underwent surgical resection. Among them, two patients received postop-

erative radiotherapy. The median survival was 21 months in the 8 surgical and evaluable cases. One patient

lived 13 years without recurrence. The prognosis was relatively favorable in operable cases.

Conclusion : It was not common for primary adenoid cystic carcinoma arising in the bronchus to have distant

metastasis or invasion to the mediastinum on presentation. The prognosis was relatively favorable in operable

cases. It would be important to perform flexible bronchoscopy for early diagnosis and to do surgical treatment

if possible. (Tuberculosis and Respiratory Diseases 2001, 50 : 591-598)
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Table 1. Clinical features in 13 patients with primary adenoid cystic carcinoma arising in the
bronchus

Sex/ Chief
Age complaint

No. Wheezing bb Size Location FOB finding  Metastasis  Treatment  Follow up ref.

smooth,

sleeve
. h ul
1 F/74 dyspnea  negative 2X13m  RUL ypervaseirar Ne lobectomy+  22mos. ¥
obstructive
. RTx
fungating mass
2 F/38  cough negative 3X3cn LUL smooth,
rregular No pneumonectomy 19 mos.  *
polypoid mass
smooth,
d i} . kY o
3 F/b6 yspnea negative 3x25 RMB bypervas@ar No pneumonectomy 40 mos. ¥
cough om abstructive
fungating mass
smooth,
upper back , hypervascular ¥
4 M/54 . negative  NM RML . bone ChemoTx LFU
pain obstructive
fungating mass
died at 25
. . 5x0.5 ! tomy
5 M/70 hemoptysis negative 050 LMB {ine nodular No preumoneciomy mos. due  *
Cch +RTx
to SAH.
1
6 M/5%  cough NM  3x2enm RLL hypervascular No preumonectomy 2 mos. 8
+RTx
hypervascular neumonecton:
7 M/6l nosymptom NM  3x5cem RUL obstructive NM P Y 7 mos. 8
+ChemoTx
mass
8 M/35 hemoptysis NM NM intermediate NM NM pneumonectomy  Smos. 10
bronchus
d o a, N 1 M .
g Mgz DMy gy Tiermediate NM NM  bilobectomy  I3yrs. 10
cough bronchus
chest . died
10 M/56 . NM NM LLL NM NM conservative 10
tightness 1 mos.
, . di
11 M/59 hemoptysis NM NM LLL NM Neck node  conservative 5 ;iis 10
smooth,
hypervascular 12,

12 M/33  cough negative 5X6 cn LMB No pheumonectomy NM

obstructive 13
fungating mass

hypervascular
13 F/20 shoulder pain negative 2.5 cm RUL total NM lobectomy NM 14
obstruction

FOB : Fiberoptic bronchoscopy ; ref. ; Reference ; RML : right middle lobe ; LMB : left main bronchus ; RMB : right main
bronchus ; RUL ; right upper lobe ; LLL : left lower lobe ; RLL : right lower lobe ; LFU : loss of follow up ; NM : not men-
tioned ; RTx : Radiotherapy ; SAH : subarachnoid hemorrhage ; *:Severance Hospital
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Fig. 1. The chest PA shows the right upper lobe
collapse.
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Fig. 2. The chest CT scan shows a tumor mass
in the right upper lobar bronchus that
collapses the right upper lobe.
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Fig. 3. Fiberoptic brochoscopy shows a mass with smooth and hyperemic surface that obstructs the right
upper lobar bronchus totally.
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Fig. 4. Microscopic findings of tubular and crib-
riform structures with small and round
tumor cells which have scanty cytoplasm
and small, round, and hyperchromatic
nuclel. (H&E stain, x40, x 400).

A= 1fdME ZHdol, v 1ddAME A,
v, & Bl dolzt Aginh & AFellA A A
f4-ole Bo] 149} 7R dxd do] 142 &
2| ekt

FRANAVEEY 27L B BAS ol
o, $54 Bgo} e RS JHBA thy

!

T AR 7|=E e HrRYe] Fdor Ve
ol AdE vehie, d5 Zd9] Fdors
A9 YehA] gerte.

AY B2 ¢Fe] 4 S39718AUAA
&L FY 73E vaA Ha g $HolA ¢ow
A Fge] FHE Fogn Hube] 3¥H 2UE 9
o, oA &34 FYol 3 izt REHon &

2 ¢33 HAEH P2 YT},

FAsH o2 Fof AEe AlEF] HoHA A4d
Aol Ay F e V1 gled, A A3l
upeb A 2, F2YF, 1A (solid) To= HHAH}
890 ARG F¥AAE ez Fgdz fed &
A FRE o|RA e FY AT A AE reEe
o]F1 & Aol EHolt}. ARG /3L 7MY £3
71 Eu a¥AEs TPTER glol 1
3 A73slaL, 94 Hol& &3y %7t
i} MY 2AH0F keratin, S100TH4,
actin, CAM5.2, vimentin, lactoferrin o] 4& B
d F oy, F2 Arogol} ARG FAN &
Ao, 1A FFlAME 8¢ BYITH

AEe A A F49 A, HY, €4 dold
F5ol utet ZRATSEE A o3 FF A
A7F YFolx| ke &otF AR} HulEH o= 1
AW Wyl Hol AA ¥ g9 fgdel At
Nomori 5'7o] Rardt Mg GEA &F 124 3 7
o7} HA ¥d e, Fields 5'%) H1g 3
o Z 1doA 2 HA Fgoldirt. Kawashima
= de] g MY IEA 4F 24 Bas
A H2FF 270 ]3| Av)F Aoz sk Wt
L7l wj2ol Al B9 dAlEE ATt AA
©] 30% o]’dol=ki st

Fzo] 7Fe3A @& A W ARE YT
t}h. Grillo 5% 7|3 WA A G 9
g 2 AAE RusPas 2AE & gE A
APl X8O g whgo] FUTR K,
Fields 5= 7|3 2% A dxA 429 =
2 LS 2HEI] Y3l A X8I B8] |
03 89}, E3 Chin S1& 7|80 Bag A2
A A dEA GFE 71T 23 BAM XE=
Addgleo] 2HE o & Husiych MAK X859 &
& Qukdoz 4500-6000 cGyolL, $&L 3
a1 AR A g5E ek Sl = 6000 cGy ©]
golgdert 7000 cGyE de A YU

Kawashima $4& 178 3% dd4& 3 =

— 596 —



— Primary adenoid cystic carcinoma arising in the bronchus —

o mlo w2
=l
v
o
_&

80%, 1011 A&go] 50-60% 2 HiE| s, Apg
o diFE A4 A 8 F ST gizeldh
et Al dA) WA Pdeldld At B g
HE B et Bk 229 5 A o2
As w g =2 WPk 59 vt e
A& stE Ao] o $7) Eu

AAEo] AR 139 FoM = LAA| 7}t YAY
F8 ] AHRE e 3 RS A 1A%
£ AAl Bk S B Sl B Aol
715017 wﬂ‘-’-oﬂ W 4 )] ARl E3i
e o]EL xEsl% $E8 104 F 849X
A%E AEVIIe] 21040l 13 o] AEd A

= oA, ohe Heddl vis] ol 3t viud F5ee

of
g BRI V1RAAL BEF 2] A} 435

AT HE:

7\t Aol s A% 3T BES el
Wish= A 24 H 0w T FPoR 7
oA WEE AL 74 28T old] 7@K ¢
ow wad A% ¢TA 4E) d4Y 5AE
A}a}ix} st

ZW—O] 39 ook A7 A 3
4 Bad 8o T F 1398 tdeR I R, A

7 5& EAIH.

Z

2

BN m?-

05‘-

2 1

!
& o 1o 2l 10°ﬂ oA a3
A e Aldsleon o]F 299X FaF PAM

T8k o F 8efldlA BE7IRE AFake] 2170 0]
AL, 1393t A ofa AER FeE 19 U

1. Moran CA, Suster S, Koss MN. Primary adenoid
cystic carcinoma of the lung. A clinicopathologic
and immunohistochemical study of 16 cases. Can-
cer 1994;73:1390-7.

2. Sweeney WB, Thomas JM. Adenoid cystic carci-
noma of the lung. Contemp Surg 1986;28:97-
100.

3, Turnbull AD, Huvos AG, Goodner JT, Beattie
EJ Jr. The malignant potential of bronchial
adenoma. Ann Thorac Surg 1972;14:453-64.

4, Kawashima O, Hirai T, Kamiyoshihara M,
Ishikawa S, Morishita Y. Primary adenoid cystic
carcinoma in the lung : report of two cases and

therapeutic considerations. Lung Cancer 1998;

— 597 —



- Y. K. Kim, et al —

19:211-7.

5. 93571, oA, 94, HF, S, o1%8s,
&7, A7), 713 APIHLE 29). 2
9 557|238 1995,42:387-93

6. 744, ol%E, 289, &t FA, FE, ¢
R, 34, o199, AAE. 94 G BE
o] A3F 1E. 29 9 3F714S 1997;44:
766-75

7.Hoshino M, Yamamoto 1 Ultrastructure of
adenoid cystic carcinoma. Cancer 1970:25:186-
98.

8. A, P84, BuE, =43, AvE, AAE.
gl 28 At ded ¢F. dihge g
1992;26:175-9.

9. Moran CA. Primary salivary gland-type tumors
of the lung. Semin Diagnost Pathol 1995;12:106-
22.

10. B4, 8384, WA, 284, 443l olF7.
718 AFe] A AR, o FH e x|
1992;25(3):247-57.

11. Chin HW, DeMeester T, Chin RY, Boman B. En-
dobronchial adenoid cystic carcinoma. Chest
1991;100:1464-5.

12. 7054, 954, 7184 d¥eg o83 He
& B, NekERnals|x] 1995;28:911-
6.

13. 459, I, 274, u5E. 345 ¢4 2149
HEad o g xS A8 19, g
7}8}8] 7] 1994;27:413-7.

14. 0|, AEw, FEE, o|UA, v, A4S
718Ae] A MG G o] Axsd &

A. g EE s34 1995;6:67-70.

15. Litzky L.A. Chapter 111. The pathology of non-
small cell lung carcinoma. In: Fishman AP, Elias
JA, Fishman JA, Grippi MA, Kaiser LR, Senior
R. Fishman’s Pulmonary Diseases and Disorders.
3rd ed. New York : McGraw-Hill, Inc.;1998. p.
1754, 1839.

16. Fraser RS, Miiller NL, Colman N, Paré PD.
Chapter 33. Neoplasms of tracheobronchial gland.
In : Fraser and Fare’s Diagnosis of Diseases of
the Chest. 4th ed. Vol. II. Philadelphia : W.A.
Saunders; 1999. p1251-1261.

17. Nomori H, Kaseda S, Kobayashi K, Ishihara T,
Yanai N, Torikata C. Adenoid cystic carcinoma
of the trachea and main-stem bronchus. A clini-
cal, histopathologic, and immunochistochemical
study. J Thorac Cardiovasc Surg 1988;96:271-7.

18. Grillo HC, Mathisen DJ. Primary tracheal tu-
mors | treatment and results. Ann Thorac Surg
1990;49:69-77.

19. Fields JN, Rigaud G, Emami BN. Primary tu-
mors of the trachea. Cancer 1989;63:2429-33.
20. Roxburgh JC, Thompson J, Goldstraw P. Hospi-
tal mortality and long-term survival after pulmo-
nary resection in the elderly. Ann Thorac Surg

1991;51:800-3.

21. Schoenfeld N, Rahn W, Loddenkemper R. Twen-
ty two year survival after incomplete resection of
advanced adenoid cystic bronchogenic carcinoma.
Eur Respir J 1996;9:1560-1.

— 598 —



