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Table  1  Analytical  values  before  and  during  admission.  A  clear  predominance  of  cytolysis  (R-ratio  >5)  can  be  seen,  consistent

with the  alterations  described  in treatment  with  sunitinib.

Parameter  10  days  before  admission  Upon  admission  One  day  after  admission  Two days  after  admission

Bilirubin  (md/dl)  0.79  7.13  7.51  11.47

GGT (U/l)  14  110  114  119

ALP 105 230  243  265

AST (U/l)  29  563  N/A  835

ALT (U/l)  19  853  945  1082

R-ratio 0.50 10.30  10.80  11.34

Platelets (×103/�l) 377  45  41  19

TP (%) 107  35  29  Incalculable
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Adrenal uptake in PET/CT in a
patient  with pancreatic neoplasm:
Not always metastasis�

Captación adrenal en PET/TC en paciente con
neoplasia de páncreas:  no  siempre  metástasis

A  62-year-old  woman  with  a  history  of  hysterectomy  and
oophorectomy  for  uterine  cancer,  left  parathyroidectomy
for  Warthin’s  tumour  and  bladder  neoplasia  treated  with
transurethral  resection  (TUR), complaining  of  back  pain.

Abdominal  CT (Fig. 1A/B)  and abdominal  MRI
(Fig.  1C/D/E)  were  performed,  showing  a  29-mm  left
adrenal  nodule,  well  defined,  hypointense  and  homoge-
neous  in  all  sequences,  compatible  with  adenoma  and

� Please cite this article as: Manuel Vázquez A, Latorre Fragua R,

Gijón de la Santa L, de la Plaza R,  Ramia JM. Captación adrenal en

PET/TC en paciente con neoplasia de páncreas: no siempre metás-

tasis. Gastroenterol Hepatol. 2021;44:425---427.

an ampullary  lesion  of  15  mm,  solid  hypointense  in all
sequences,  compatible  with  ampullary  tumour.

Both  a  liver  function  test  and  a hormonal  study  were
normal,  ruling  out  a  hyperfunctioning  adrenal  lesion  (dex-
amethasone  suppression  test,  catecholamines,  aldosterone
and  baseline  renin  activity).

Endoscopic  ultrasound  (EUS): ampullary  adenoma  with
growth  in  the bile  duct  (N0). Biopsy:  signet  ring  cell  ade-
nocarcinoma  inside  villous  adenoma.

In  the presence  of  a  left  adrenal  lesion  in a  patient  with
confirmed  ampullary  malignancy,  PET/CT  was  performed,
which  showed focal  left adrenal  uptake  (SUVmax  4.6),  with-
out  ampullary  uptake.  Fine-needle  aspiration  biopsy  (FNAB)
was  performed  for  the adrenal  lesion,  with  unsatisfactory
cytology  results.

Faced  with  focal  adrenal  uptake  on  PET/CT,  without  his-
tological  confirmation  of  metastasis  in  a  patient  suitable  for
surgical  intervention,  a  left adrenalectomy  was  performed
with  a  negative  intraoperative  study  for  malignancy,  so  the
proposed  oncological  surgery  was  continued  and  a  cephalic
pancreatoduodenectomy  was  performed.

Histological  report:  left adrenal  adenoma  and  ampullary
signet  ring  cell adenocarcinoma  in ampullary  villous  ade-
noma,  with  free  margins  (pT1aN0).
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SCIENTIFIC  LETTER

Figure  1  Axial  (A)  and  coronal  (B)  T2  MRI  shows  a  solid  mass  protruding  inside  the  second  duodenal  portion  at  the  location  of  the

ampulla of  Vater  (arrowhead).  This  image  is compatible  with  an  ampullary  tumour.  MRI  (C-D-E).  A  left  adrenal  lesion  (arrowhead)

is observed,  showing  signal  drop  between  in-phase  (C)  and  out-of-phase  (D)  images  weighted  in T1.  This  absence  of  signal  indicates

the presence  of  intracellular  fat,  considered  diagnostic  of  adrenal  adenoma.  No restricted  diffusion  was  demonstrated  (E).

Up  to  50%  of all incidental  adrenal  masses  in  patients
with  known  malignancy  would  harbour  metastases.1 PET/CT
is the  standard  in patients  with  solitary  adrenal  lesion  and
known  malignancy,  because  most  adrenal  adenomas  have
low  metabolic  activity,  while  malignant  adrenal  lesions  have
high  metabolic  activity,1,2 with  sensitivity  and  specificity  of
97%  and  91%,  respectively.

According  to  the  literature,  focal  adrenal  uptake  on
PET/CT  reaches  a  false  positive  rate  of  up  to  20%.1,2 Cur-
rently,  and with  these data,  there  is  no  consensus  on  the
best  measure  (adrenal  SUVmax  versus  the adrenal-to-liver
SUV  ratio),  nor on  the SUVmax  cut-off  point,  to  distinguish
between  malignant  and  benign  adrenal  lesions.3

More  studies  are needed  on  the incidental  findings  of
PET/CT  in  patients  with  pancreatic  cancer.  Its  use  should
be  considered  in patients  at high  risk  of  metastasis.  There
is  no  specific  literature  focusing  on adrenal  metastases  of
cancer  from  benign  prostatic  hyperplasia  (BPH).

Therefore,  a  focal adrenal  uptake  on  PET/CT  is  highly
suggestive  of  malignancy  and more  diagnostic  studies  are

necessary.  Adrenal  biopsy  should be considered,1,2 and in  the
event  of inconclusive  results,  the risk  and  advantages  of  can-
cer  surgery  should  be included  in  the decision-making  and
preoperative  counselling  with  the patient  and the  treating
oncologist.
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DRESS syndrome and drug-induced
liver injury owing to  antituberculous
treatment

Síndrome de DRESS y hepatotoxicidad por
tuberculostáticos

Drug-induced  liver  injury  by  antituberculous  drugs (anti-
TBC)  is  an  idiosyncratic  drug  reaction,  more  often  associated
with  isoniazid.  Clinical  manifestations  may  appear  between
1  and  12  weeks  after  the onset  of treatment,  although  they
usually  do  between  2nd  and  4th  week.1,2

A  severe  form  of drug  toxicity  is  DRESS  syndrome  (Drug
Reaction  with  Eosinophilia  and  Systemic  Symtoms).  It  is  cha-
racterized  by  fever,  rash, eosinophilia  and  in many  cases
hepatotoxicity.  This  is  a  serious  and  potentially  fatal  reac-
tion,  with  a  mortality  rate  of  around  20%  if the responsible
drug  is not  discontinuated,  so  early  diagnosis  is  of  utmost
importance.  Often  it is  not  the skin  involvement,  but  the
presence  of  hepatotoxicity  is  a  crucial  factor  in  prognosis.2,3

A  69-year-old  male  presented  to  Emergency  Room  due
to  fever  and  rash. The  physical  examination  showed  jaun-
dice  and  a  cutaneous  maculopapular  rash with  facial
edema.  Laboratory  tests  identified  hyperbilirubinemia  (total
bilirubin  10.32  mg/dl,  conjugated  bilirubin  9.72  mg/dl),  ele-
vated  transaminases  (ALT  2095  U/L,  AST  1208  U/L, GGT
364  U/L  and  alkaline  phosphatase  566  U/L),  leukocytosis
with  eosinophilia  (WBC  of  13,800/�L  with  17.6%  eosinophils)
and  coagulopathy  (INR  2.31.  Abdominal  ultrasound  showed
no  relevant  findings.

The  patient  had  recently  been  diagnosed  with  tubercu-
losis  so  he  had  started first-line  anti-TBC  treatment  with
rifampicin,  isoniazid,  ethambutol  and  pyrazinamide  five
weeks  before  the  onset  of the clinical  picture.  The  search  for
the  following  alternative  causes  was  negative:  viral  infec-
tions  (HAV,  HBV,  HCV,  HEV,  EBV,  CMV),  alcohol-related  liver
disease,  autoantibody  titers,  serum  IgG,  ceruloplasmin  lev-
els  and  24 urine  cooper.  Liver  biopsy  was  considered,  but
finally  it  was  not  done  because  the  condition  presented  with
typical  manifestations,  alternative  causes  were  ruled  out
and  the  patient  evolved  favorably.

Due  to  the  temporal  relationship  between  drug  therapy
and  the appearance  of  the  clinical  picture  and  the  exclu-
sion  of other  causes  of  liver  disease,  the diagnosis  of  DRESS
syndrome  with  acute  drug-induced  liver  injury  (DILI)  with
hepatocellular  pattern  was  established.  It was  decided  to
stop  treatment  and  prednisolone  was  prescribed  in descend-
ing  pattern.

The  outcome  was  favorable  with  8  weeks  of  treat-
ment  normalizing  liver  function and transaminases  levels.
However,  upon  restarting  a  2nd  and 3rd  line  of  anti-TBC
treatment,  our  patient  presented  two  successive  episodes
the  second  episode  presented  cutaneous  manifestations
with  mild  asymptomatic  liver  enzyme  elevation  and  in  the
third  episode  he suffered  facial edema  and acute  DILI  with
hepatocellular  pattern  requiring  new  hospital  admission  and
systemic  steroids  treatment  (Table 1).

During  the  follow-up  period,  the tuberculous  disease
worsened;  with  pulmonary,  pleural,  lymph  node  and  peri-
toneal  progression  and  the  appearance  of  a chest  wall
abscess.  Therefore,  it was  decided  to  immediately  restart  a
new  4th-line  anti-TB therapy,  avoiding  the  potentially  hep-
atotoxic  drugs.  Such  therapy  was  based  on  streptomycin,
moxifloxacin,  ethambutol  and  linezolid.  Surgical  drainage  of
the  chest  wall  abscess  was  also  performed.  The  patient  com-
pleted  12  months  of  anti-TB  treatment,  achieving  complete
clinical  and  bacteriological  cure  of tuberculosis  disease,
without  signs  of liver  damage during  this  period.

Several  cases  of  Drug-induced  liver  injury  and  DRESS  syn-
drome  induced  by  anti-TBC  drugs  have been  reported  in the
literature.  The  main  associated  drugs  are the first-line  anti-
TBC  drugs;  isoniazid,  rifampin  and  pyrazinamide,  especially
when  used  in association  as  in  the case  we  present.1,2,4 For
the  diagnosis  of  drug-induced  liver  injury  and/or  DRESS  syn-
drome,  clinical  suspicion  is  very  important,  together  with  a
comprehensive  anamnesis  of  drug use,  which  will  allow  us  to
consider  the temporal  relations  between  drug  intake  and  the
development  of  the clinical  picture  The  exclusion  of  alter-
native  causes  of  liver  damage  is  of  utmost  importance.1,4

In  the case  we  report,  due  to  the successive  changes
of  anti-TBC  treatment,  it  is  not  possible  to  define  with
certainty  which drugs  are responsible  for  the  liver  dam-
age  episodes.  Rechallenge  tests  were  not  performed  due
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