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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)

Key words : Adenoid cystic carcinoma, Bronchus.

-

A9 F2A 9= (adenoid cystic carcinoma)& e}
‘2‘—1"*01]*1 7Pg &3] BBk G4 A FYolAul,
T, 95, A BR, AR 38, s, 4 B
A BA ol 3 319 4 Ay A A ok
< e =50 RE AWe] 0.09-0.2% & x|
“L71a HolA WA MY YA GEL el
Aol A B8k Ao ZAdH oz 5YS 2oz
718X B AP) o]o] Tz et 1wy
°—W FTFIAIRES, 7T A WP AL 23
EEH 53] F7)8A7} obd §718A) 5|4 9y
3}t A mj e =BT, 7)oy ) wA)e) Hup
ShdeliA AR Fogo) 71 D F7) WA BlG uja}
Rtz leks Ae Holn, AT doly
HAY F 5o viay gott 7)Y, A4e, e,
A e sFE B UIE A4 290 A4Y 5
W 4E BT JAHoz e Sl s
o] vl =g ZaH o Yutsh= Aol Qo
o, 947 dolt A4 B3} £ 719 s Fo| 54
] i,
AAEL A3 APE 542} AF7hH 2
of RuE 8¢ 5 F 1349 7)FA| A ‘?—i’*@ t
G I FEE Bl 9N P, g7,
& TASIL, 1o9] FHE okt I B
o]},

[

—‘;—« ok M
feoot 2 o

}

H
<10

Ty o Wy

19934 149 195 199993 129 3147x] <4
et oty et A Eaadd F)EAe] Ly
SR WA AY A UF 5} SR
el B3 84 5 F 13¢)E diitoz sl Q4

P, A&, A9 & 2AAL.
2 z
1. ofe S Ay
WY AWE 207442 TR B mud Azt

A 2ol Az, Huid e dal 99, ozt
49| 2 =7t Bk (Table 1).

2. TIHA 44 2A

T 7R 59, BFEY 39, AY 39 Folgd
o A WS FAY 5 UAUD To] mRolN A
=2 S2A] gkth(Table 1). o] FaAge 718
FARTRE Aol o7 o] ofu) wH F )
B3] Eo g Az

3. g9 #X| W 71X HAIH oA

130] & $-FdA] 8o, HZoll A 57} B SR,

— 592 —



— Primary adenoid cystic carcinoma arising in the bronchus —

Table 1. Clinical features in 13 patients with primary adenoid cystic carcinoma arising in the

bronchus
Chi . . .
No. Sex/ 1ef, Wheezing ~ Size Location FOB finding  Metastasis  Treatment  Follow up ref.
Age  complaint
smooth,
hypervascular sleeve
1 F/74 dyspnea  negative 2x13cn  RUL vpe . No lobectomy + 22 mos. *
obstructive
. RTx
fungating mass
2 F/38  cough negalive 3x3cm LUL smooth,
irregular No pneumonectomy 19 mos.  *
polypoid mass
smooth,
) . 3x2.5 h ]
3 F/56 dyspnea negative 2 RMB ypervasc'u o No pneumonectomy 40 mos.  *
cough cm obstructive
fungating mass
smooth,
upper back . hypervascular
4 M/54 ) negative ~ NM RML . bone ChemoTx LFU *
pain obstructive
fungating mass
died at 25
. . 5%0.5 . 7
5 M/70 hemoptysis negative 05x0 LMB fine nodular No pnedmoneciomy mos. due  *
cm +RTx
to SAH.
1
6 M/59  cough NM  3x2cm RLL hypervascular No pneumoneciomy 2 mos. 8
+RTx
hypervascular neumonectom;
7 M/61 nosymptom NM  3X5cm RUL obstructive NM P Y 7 mos. 8
+ChemoTx
mass
. intermediate
8 M/35 hemoptysis NM NM NM NM pneumonectomy 5 mos. 10
bronchus
dyspnea, intermediate .
9 M/63 NM NM NM NM bilobectomy 13yrs. 10
cough bronchus
hest i
10 Mfs6 o NM  NM LLL NM NM conservative O 10
tightness 1 mos.
11 M/59 hemoptysis NM NM LLL NM Neck node  conservative 1; l:i 10
S.
smooth,
. hypervascular 12,
12 M/33  cough negative 5X6 cn LMB A No pneumonectomy NM
obstructive 13
fungating mass
hypervascular
13 F/20 shoulder pain negative 2.5cm 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
nuclei. (H&E stain, x40, X 400).
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