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Case Report
ALVEOLAR ADENOMA*
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ABSTRACT
Alveolar adenoma is a rare benign neoplasm of the lungs, and very few cases have been described in the literature.
Patients with alveolar adenoma are frequently asymptomatic and are diagnosed through the accidental discovery of a
singular, well-delineated nodule on a routine chest X-ray. The definitive diagnosis is made histologically, and the
treatment consists of surgical resection of the nodule..
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INTRODUCTION

CASE REPORT

Alveolar adenoma is a rare neoplasm of the lungs.
The first six cases were described in 1986. Since
then, few cases have been reported in the medical
literature.(1-6) Patients with alveolar adenoma are
frequently asymptomatic and are diagnosed through
an accidental finding on a chest X-ray. The definitive
diagnosis is made histologically, and the curative
treatment consists of surgical resection. We report
the case of a 35-year-old black woman who
presented this rare neoplasm.

The patient, a 35-year-old black woman,
presented with dry cough and mild dyspnea. She
had presented a similar clinical profile on two other
occasions, the last of which was more intense and
was accompanied by wheezing. The patient started
treatment with beclomethasone dipropionate,
prescribed by the doctor, and presented favorable
evolution with improvement of dyspnea. At that time,
she was submitted to a chest X-ray that revealed a
singular pulmonary nodule in the upper right lobe.
The patient described herself as a nonsmoker.
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The results of the physical examination were
normal, and the following complementary
examinations were performed: chest X-ray; computed
tomography of the chest; spirometry; intradermal
reaction to purified protein derivative; Aspergillus
serology test; fiberoptic bronchoscopy with
bronchoalveolar lavage; and bronchial brush of the
right segment. The chest X-ray revealed a nodule with
well-defined borders in the upper third of the right
hemithorax. The computed tomography of the chest
(Figure 1) revealed a nodule with regular borders,
measuring 2 cm, located in the apical segment of the
upper right lobe. The nodule in reference presented
contrast medium impregnation, with an increase of
26.7 Hounsfield units within three minutes after the
injection of the venous contrast, and a central area of
apparent cavitation. The analyses of the
bronchoalveolar lavage and bronchial brush revealed
negativity for neoplasm. The culture for acid-fast bacilli
was also negative, as were the cultures for tuberculosis,
fungi and bacteria.
The patient was then submitted to a right vertical
conservative thoracotomy with wedge resection of the
nodule using surgical staples. Pre-operative analysis
of the nodule by the pathologist did not reveal any
malignant cells. The patient presented favorable
postoperative evolution. The definitive histological
findings confirmed the diagnosis of alveolar adenoma
(Figures 2 and 3).

DISCUSSION
Alveolar adenoma is a rare neoplasm of the lungs.
Its histogenesis is unknown, and, in the past, it was
considered a form of pulmonary lymphangioma. The
term alveolar adenoma was coined in 1986, with
the description of six cases of this uncommon
pulmonary neoplasm.(1) The tumor principally occurs
in adult women between 39 and 74 years of age
(mean age of approximately 53 years old). It is
generally asymptomatic, and is often an accidental
finding on a chest X-ray.(2) Few cases have been
described: only 26 English language studies currently
in the literature.(3)
The chest X-ray finding is frequently a singular
well-delineated nodule.(2) In this case, computed
tomography of the chest revealed a nodule with welldefined borders and presenting an increase of 26.7
Hounsfield units after impregnation by contrast (Figure
1). In one study, it was reported that 98% of benign
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Figure 1 - Computed tomography of the chest using a window
for the mediastinum, revealing a lesion in the upper right lobe

Figure 2 - Anatomopathological examination showing a
lesion consisting of large cystic cavities (H&E, ×40)

Figure 3 - Cavities formed of fine conjunctive vascular
septa covered with cells characteristic of type
pneumocytes (H&E, ×250)
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nodules presented highlighting by contrast of 15
Hounsfield units or less.(7) In the present case, the use
of contrast in the computed tomography did not follow
the recommendations of that study. Therefore, the
impregnation of the contrast cannot be considered in
this way. Other authors, in case reports on alveolar
adenomas, found no contrast impregnation of the
nodule, confirming its benign nature.(4)
When the magnetic resonance is performed, the
center areas of the lesions show a low intensity
signal in T1 and a high intensity signal in T2. The
border of the lesion presents highlighting after the
injection of gadolinium contrast. These magnetic
resonance findings are consistent with the cystic
characteristics of alveolar adenoma.(4)
The definitive diagnosis of alveolar adenoma is
made histologically. Macroscopically, the lesions are
well-delineated, hemorrhagic and brownish/whitish
in color, measuring less than 3 cm in diameter. They
occur in isolation in any lobe or lung, although
they are predominantly seen in the lower left lobe.(2)
Microscopic examination reveals that the alveolar
adenoma is characterized by multiple cystic cavities
of varying sizes, containing proteinaceous
eosinophilic material in the sections stained with
hematoxylin and eosin. The cystic structures are
covered with stratified squamous cuboidal
epithelium consisting predominantly of cells with
structural characteristics typical of type
pneumocytes. The cystic cavities are delimitated by
septa of varying thicknesses containing mesenchymal
fibroblastic cells and leukocytes, similar to the
findings of this study (Figures 2 and 3).(2-3)
The differential diagnosis includes lymphangioma,
papillary adenoma and sclerotic hemangioma. (2,8)
Lymphangioma, as well as alveolar adenoma, has a
multicystic appearance. However, alveolar adenoma is
epithelial in nature, whereas lymphangioma is vascular.
This can be confirmed by immunohistochemical
analyses: positive for keratin and negative for factor
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VIII.(2) Papillary adenoma is a lesion that, similar to
alveolar adenoma, is covered predominantly with type
pneumocytes. However it differs from alveolar
adenoma because it is devoid of the multicystic
aspect.(8) In addition, some cases of papillary adenoma
present invasive potential, unlike the alveolar
adenoma, which is totally benign. (8) Sclerotic
hemangioma presents a mixture of aspects (solid,
vascular, sclerotic and papillary) and therefore differs
from alveolar adenoma.(2)
The treatment for alveolar adenoma is surgical
resection, which is always curative.
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