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ABSTRACT Objective: To investigate the clinical characteristics of primary adrenal non-Hodgkin's lymphoma (PAL), so as to improve
comprehension of that unusual lesions. Methods: Nine cases of patients with a confirmed diagnosis of PAL were retrospectively reviewed.
The clinical presentation, laboratory examination, imaging characteristics, histopathology types and treatment were analyzed. Results: 1
case was occasionally detected by health examination and 8 patients complained of stomachache, abdominal distension or lumbago. 3 patients
were unilateral lymphoma, and other patients were bilateral. There was non-apparent abnormality in the check of laboratory. The adrenal
tumors were found by imaging examination, but the diagnosis of non-Hodgkin's lymphoma (NHL) was confirmed by histopathological
examination. 8 cases were diffuse B-cell origin lymphoma and 1 case was T-cell origin lymphoma. They all received CHOP or RCHOP
chemotherapy. Follow up over in February, 2010, 1 patient has been alive for 4 years and 1 patient died postoperative 3 years and 2
months, other 7 cases died within 2 years. Conclusions: PAL is a rare malignancy. The presenting symptoms and imaging modalities of
PAL were nonspecific and misdiagnosis rate was high. The definitive diagnosis of PAL depended on histopathology and immunohisto-
chemistry of adrenal tissue. Surgical operative could be avoided if the diagnosis was made preoperative. The primary management in the
treatment of PAL was combination chemotherapy.
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Table 1 Clinical data of 9 patients with PAL
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2 a-c CT

Fig.2 a-c, Abdominal computed tomography (CT) views of adrenal mass
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