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Adenoid Cystiec Carcinoma of the Lung
— Report of 2 cases —

Jae Soo Koh, M.D., Chang Won Ha, M.D., Na Hye Myong, M.D.
Kyung Ja Cho. M., Mikyung Kim®*, M.I). and Ja June Jang, M.I.

D perrtment of Anatomical Pathology, Korea Cancer Center Hospital, and
Depariment of Pathology, Dankook University College of Medicine®

Adenoid cystic carcinoma of the lung is histologically and ultrastructurally identical to the
salivary gland tumor of the same name and is characterized by infiltrative growth, local recur-
rence, and usually a prolonged clinical course. We have recently experienced two cases of
adenoid cvstic carcinoma arising in the lung. Case | was a 59 vear-old male who presented with
cough, fever, and chill of 1.5 months’ duration, and case 2 was a 6] year-old male who was inci-
dentally found to have a 3 to 4 cm sized lobulated mass in the right upper lobe. After being
worked up, both patients underwent right pneumonectomy. In case 1, a 32 cm sized tumor
was located in the lower bronchus, partly elevating toward the lumen and partly infiltrating
into regional lymph nodes and lung parenchyma showing grayish-white and solid cut surface.
Case 2 was a 3.5=35 cm sized upper bronchial tumor resembling the former in appearance.
Histologically, the tumors were composed of small round hyperchromatic cells, forming selid,
cribriform, acinar, or tubular structures. Luminal spaces in tumor cell nests contained PAS-
positive mucinous or hyaline material. Among the tumor cells, scattered islands of normal
submucosal gland were noticed.{Korean J Pathol 1992; 26: 175-179)
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Fig. 1. Gross photograph of
Case 1, showing a 3+2cm
sized gravish-white solid tu-
mor, partly protruding to the
luminal side and partly infil-
trating into the adjacent lym-
phoid tissue.
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Fig. 2. A typical feature of
adenoid cystic carcinoma, con-
=" gisting of nests of monotonous
: round cells forming pseudo-
acini and glandular lumina
" (Case 1)

Fig. 3. The tumor is arising in
the submucosal location be-
neath the intact bronchial mu-
cosalCase 21
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Fig. 4. Tvpical perineurial tu-
mor infiltration{Case 2)
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Fig. 5. Normal bronchial sub-
¥ mucosal glands are intermixed
- with tumor cell nests(Case 2).
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