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Introduction
Adenocarcinoma of the lung is one of the most common 
type of lung cancer, and like other forms of lung cancer, it is 
characterized by distinct cellular and molecular features1. It 
is classified as one of several non-small cell lung cancers 
(NSCLC), to distinguish it from small cell lung cancer 
which has a different behavior and prognosis. Lung            
adenocarcinoma can be further subdivided into several 
subtypes and variants2. Adenocarcinoma is more common in 
patients with a history of cigarette smoking, and is the most 
common form of lung cancer in younger women and Asian 
populations3.
The management of lung carcinoma has evolved a lot over 
the last few years. Different treatment modalities are 
currently available for treatment of lung adenocarcinoma4. 
Surgery plays an important role in the treatment of this types 
of patients. We present a case of adenocarcinoma of lung 
with pleural invasion.

Case Report
Mrs. X, 22 yrs of age, housewife, mother of one child (2 
yrs), normotensive, non-asthmatic, non diabetic, hailing 
from savar, Dhaka, got admitted with the complaints of left 
sided chest pain for 2 months, which was dull-aching in 
nature, had no aggravating or relieving factors, didn’t 
radiate, not associated with cough or sputum or any 
haemoptysis but shortness of breath following exertion.  
Gradually shortness of breath worsened to daily household 
works. She did not have any history of orthopnea or parox-
ysmal nocturnal dyspnea. She had no history of nausea, 
vomiting, significant weight loss or any hematemesis or 
malena. She is not taking any routine medication. She has no 
family history of any chronic disease.

Her CBC report was normal TSH, NTproBNP-120 pg/ml, 
normal Blood urea and Serum creatinine, LFT was normal, 
normal Electrolytes. Her CEA 1.23ng/ml and CA125 was 
17.5 U/ml.

ECG revealed Sinus rhythm with heart rate 69b/min.

Lung function test was within normal limits.

On X-ray chest shows one soft lobulated opacity seen at the 
lower zone of left lung (Near left heart border). The opacity 
has regular outlines.

On Echocardiography Normal chamber dimensions, good 
RV and LV systolic functions, Normal valve morphology, 
Doppler findings are within normal limits, (Prominent 
papillary muscle). No intra-cardiac mass or vegetation seen.
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CT Angiogram of Heart and Great Vessels showing –Large 
soft tissue density mass is noted arising from wall of left 
lateral border of heart from the muscle measuring about 
5.2cm × 8.2 cm. Suggestive of pedunculated mass arising 
from extrinsic wall of left lateral heart border (?Rhabdomyoma).

She was operated with endotracheal anesthesia under GA in 
supine position on 17th jul 2019 after optimization of      
physical and clinical status. After median sternotomy and 
pericardiotomy lateral border of heart was searched for the 
pedunculated mass but there was no mass found in the 
pericardial cavity. So left pleura incised and after a brief 
search a pedunculated mass was found in the diaphragmatic 
surface of the lower lobe of left lung. The mass (measuring 
7 cm × 5 cm) was removed enmass by blunt dissection. The 
lung surface found smooth and no active bleeding point was 
seen. The whole lung was manually inspected for any 
further mass lesion or any injury, but there were nothing 
suspicious. Chest was closed keeping chest tube in-situ after 
proper hemostasis. The specimen was sent for histo-
patholgy. 

Patient was shifted to ICU with stable hemodynamics. She 
was extubated next day morning and her subsequent 
post-operative days were eventless.

Her histopathology report revealed moderately differentiated 
adenocarcinoma with pleural invasion and no lymphovascular 
invasion (Grade-II adenocarcinoma). Patient was discharged 
on 7th POD without any surgical complication and with an 
advice to seen an oncologist afterwards.

Discussion
The recent years have witnessed many a breakthrough in the 
management of various malignancies. These breakthroughs 
have been possible not only due to innovations in treatment 
methodologies, but also due to enhanced understanding of 
pathological, molecular and genetic basis of cancers5,3. 
Different studies have shown that a multidisciplinary 
approach is essential to achieve long term outcomes3.

Conclusions
This particular tumor could be removed by a lateral            
thoracotomy incision or by VATs but as CT angiogram 
failed to clearly demonstrate the origin and attachment of 
the mass lesion we had to operate the patient thorough 
median sternotomy. 
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